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THE  FOLLOWING  IS  AN  ATTEMPT  TO  FORMALIZE  ON  PAPER  THE  RESULTS  OF 
MONTHS  OF  RESEARCH  THROUGHOUT  THE  DORCHESTER  AREA.   BOTH  RESIDENTS  AND 
AGENCIES  HAVE  BEEN  CONSULTED  INCLUDING  MEDICAL  ORGANIZATIONS.   OUR  IN- 
TERVIEWING HAS  ALSO  BEEN  EXTENDED  TO  OTHER  AREAS  OF  BOSTON. 

SPECIAL  THANKS  TO  THE  FOLLOWING: 

MR.  ROBERT  RAFSKY  HARVARD  UNIV.  FOR  ALLOWING  HIS  BACKGROUND  PAPER 
TO  BE  SUBMITTED  AS  A  SUPPLEMENT.   AS  MANY  OF  THE  SAME  PROBLEMS  EXIST  TO 
ONE  DEGREE  OR  ANOTHER  IN  THIS  ADJOURNING  AREA  IT  FURTHER  ILLUSTRATES  THE 
NEED  FOR  SUCH  FACILITIES  THROUGHOUT  THE  GREATER  BOSTON  AREA. 

MARY  C.  MCLAUGHLIN,  M.D.  ASSOCIATE  DEPUTY  COMMISSIONER  DEPARTMENT 
OF  HEALTH,  NEW  YORK  CITY  FOR  INFORMATION  ON  SIMILAR  PROGRAMS. 

MRS.  MARG  ARET  FRANK  WHO  HAS  ALLOWED  US  TO  INCLUDE  HER  STATEMENT 
ON  COMMUNITY  SCHOOLS. 

ADDITIONAL  THANKS  TO  THE  MANY  PEOPLE  WHO  HAVE  CONTRIBUTED  THEIR 
TIME  AND  EFFORT  TO  MAKE  THIS  PAPER  POSSIBLE. 


THE  TRUE  CONCEPT  OF  A  "COMMUNITY  SCHOOL"  AS  WE,  THE  DORCHLSTER 
STEERING  COMMITTEE  SEE  IT  IS  AN  INTEGRATED  STRUCTER  WHICH  INCLUDES 
EVERY  EDUCATIONAL,  RECREATIONAL  AMD  SOCIAL  CULTURE  AND  NEED  OF  THE 
COMMUNITY. 

ONE  OF  THE  MOST  PRESSING  NEED  OF  THE  AREA  KNOWN  AS  DORCHESTER, 
ROXBURY  AND  SO-CALLED  "NORTH  DORCHESTER,  IS  ADEQUATE  PH/SICAL  AND 
MENTAL  HEALTH  PROGRAMS  AND  SERVICES.   THIS  DISTRICT  IS  COMPOSED  OF 
MOSTLY  POOR  AND  LOWER  MIDDLE  CLASS  FAMILIES.  THE  ECONOMIC  INCOME 
OF  THE  AREA  IS  NOT  SUCH  AS  WILL  ENABLE  THE  AVERAGE  FAMILY  THE  LUX- 
URY OF  COMPETITIVE  MEDICAL  INSURANCE.   ALL  TO  OFTEN  FAMILIES  MUST 
DEPEND  ON  TOKEN  GROUP  COVERAGE  THROUGH  EMPLOYMENT.  WITH  THE  HIGH 
NUMBER  OF  UNSKILLED  LABORERS  AND  UNEMPLOYED  IN  THE  AREA,  PERSONAL 
MEDICAL  HELP  IS  VIRTUALLY  IMPOSSIBLE.  TRUE,  BOSTON  CITY  HOSPITAL 
CAN  PROVIDE  SUCH  SERVICES  BUT  IT  IS  NEITHER  PERSONALIZED,  CONVIEN- 
IENT  NOR  SPEEDY;  THERE  ARE  HEALTH  UNITS  THROUGH-OUT  THE  AREA  BUT 
THEY  ARE  NOT  FREQUENTED  BY  THE  MAJORITY  AS:  THEY  ARE  ONLY  OPEN  9-5 
PM,  EXTENSIVE  FOLLOW-UP  CARE  IS  GENERALLY  REFERRED  TO  BCH,  AND  FAM- 
ILY TIMETABLES  ARE  SUCH  AS  CONFLICT  WITH  SERVICE  HOURS,  IE:  FATHER 
WORKS  FROM  9-5,  CHILDREN  ARE  IN  SCHOOL  DURING  THESE  HOURS,  MOTHER 
IS  OFTEN  HANDICAPED  WITH  PRE-SCHOOL  CHILDREN  AT  HOME.  ALSO,  CON- 
SIDERATION MUST  BE  GIVEN  TO  THE  FACT  THAT  THIS  IS  A  HIGHLY  TRANSIENT 
AREA  WITH  NEW  PERSONS  NOT  IN  TUNE  WITH  LOCAL  SERVICES. 


TAKING  TWO  FACTORS  INTO  CONSIDERATION: 

1)  RENTS  TOTALING  OVER  ONE-QUARTER  OF  THE  ECONOMIC  INCOME. 

2)  FOOD  AND  FURNISHINGS  USING  THE  MAJOR  PORTION  LEFT. 
ONE  CAN  SEE  WHY  THE  RAPED  DECLINE  OF  THE  NEIGHBORHOOD  GENERAL 
PRACTITIONER.  MOST  OFFICE  HOURS  ARE  FOR  ONLY  AN  AVERAGE  OF  FOUR 
OR  FIVE  HOURS  PER  DAY.   OUR  SOCIETY  MUST  REALIZE  THE  FACT  THAT 

WE  ARE  FAST  BECOMING  A  NATION  OF  AT  LEAST  SO11E  TYPE  OF  SOCIALIZED 
MEDICINE.  ON  A  RECENT  RANDOM  SlifRVEY  OF  A  SEVENTEEN-BLOCK  AREA  OF 
ROXBURY  IT  WAS  FOUND  THaT  ONLY  APPROXIMATELY  TWO-FIFTHS  OF  THOSE 
INTERVIEWED  HAD  PRIVATE  PHYSICIANS  AND  MOST  OF  THESE  WERE  AUGMENTED 
BY  HOSPITAL  CLINICS.  VERY  OFTEN  THE  PHYSICAN  IS  ONLY  A  DIOGNOSTICIAN 
AND  FURTHER  TREATMENT  MUST  BE  DONE  BY  AGENCIES  BEYOND  THE  LOCALE. 
DUE  TO  TIME  LOST  IN  TRANSPORTATION  Aid  WAITING  MANY  APPOINTMENTS 
ARE  NOT  KEPT.  ANOTHER  REASON  FOR  THE  DECLINE  IN  THE  G.P.  IS  THE 
EMPHASIS  ON  SPECIALIZED  MEDICINE.  TRUE,  THIS  IS  BECOMING  A  NECES- 
SITY BUT  THEN  HE  CAN  ONLY  BE  EMPLOYED  IN  AN  ENTIRELY  INTEGRATED 
MEDICAL  FACILITY. 

ONE  OF  THE  MOST  PROMINENT  PROBLEMS  OF  THE  MEDICALLY  INDEGEN- 
OUS  PERSON  IS  THE  HIGH  COST  OF  MEDICAL  INSURANCE.  WITH  THE  MOST 
FREQUENTED  INSURANCE  BEING  BLUE  CROSS/BLUE  SHIELD,  THE  RISING  COST 
DUE  TO  PROFESSIONAL  STAFF  SALARIES,  COST  OF  MEDICINES,  BUILDING 
MAINTENANCE,  EQUIPMENT  PURCHASE  AND  MAINTENANCE  ETC.,  IS  PASSED  ON 
TO  THE  RECIEPIENT.   SINCE  THE  RECEIPIENT  CANNOT  PAY  FOR  THESE  SER- 
VICES, VERY  OFTEN  THE  AILMENT  IS  NEGLECTED  UNTIL  CHRONIC  OR  ACUTE 
SYMPTOMS  MAKE  HOSPITAL  ATTENTION  NECESSARY. 


THE  STEERING  COMMITTEE  IN  THE  PAST  WEEKS  HAS  INVESTIGATED  MANY 
ASPECTS  OF  THE  FACILITIES  OF  THE  PROPOSED  THREE  SCHOOLS.   ONE  OF 
OUR  MANY  INQUIRES  HAS  BEEN  THE  PHYSICAL  AND  MENTAL  HEALTH  PLANT. 
RESIDENTS  HAVE  SUGGESTED  A  FULL  MEDICAL  PROGRAM  AND  THE  DORCHESTER 
AREA  HAS  NOT  ADEQUATE  MEDICAL  SERVICES.  MANY  YOUNG  PEOPLE  MUST 
TAKE  A  DAY  AWAY  FROM  SCHOOL  TO  SEEK  MEDICAL  AID  RESULTING  IN  DELAYED 
PROGRESS  AND  LIMITED  SCHOLASTIC  ACHIEVEMENT.  THE  LOWER  ROXBURY 
AREA  IS  TO  BE  INCLUDED  IN  A  MEDICAL  PILOT  PROGRAM  SPONSORED  BY 
BOSTON  UNIVERSITY  BUT  THESE  FACILITIES  WILL  NOT  BE  LOCATED  NEAR 
ENOUGH  TO  MAKE  DORCHESTER  PARTICIPATION  FEASIBLE. 
THE  DSC  HAS  CONTACTED  THEREFORE  25  HOSPITALS  AND  MEDICAL  UNIVER- 
SITIES WITH  THE  HOPE  OF  GETTING  PROFESSIONAL  ADVISE  AS  TO  MINIMAL 
STAFF  AND  SALARY  REQUIREMENTS  FOR  AN  ADEQUATE  PROGRAM.  THESE 
MEDICAL  FACILITIES  AS  OPPOSED  THE  PRESENT  SYSTEM  WILL  HOUSE  A 
PSYCHIATRIST,  A  DOCTOR,  A  NURSE  AND  SKELETON  FORCE  OF  AIDES, 
POSSIBLY  TO  BE  DRAWN  FROM  THE  COMMUNITY.  DENTAL  PROFESSIONAL 
CARE  (FULL  TIME)  HAS  ALSO  BEEN  SUGGESTED.  DUE  TO  THE  HIGH  COST 
IN  SALARIES  OF  SUCH  A  PROGRAM  WE  ARE  EXPLOITING  THE  POSSIBLITY 
OF  SUCH  STAFF  BEING  SUBCONTRACTED  TO  RECOGNIZED  MEDICAL  INSTI- 
TUTIONS WHO  WOULD  THEN  BE  ISLE,   TO  POOL  PERSONNEL  TO  INSURE  A 
FULL-TIME  PROGRAM  FOR  THESE  SCHOOLS.  THE  POSSIBILITY  OF  FEDERAL 
FUNDS  TO  SUBSIDZE  THIS  PROGRAM  HAS  ALSO  BEEN  DISCUSSED. 

AS  YOU  KNOW  THE  PRESENT  MEDICAL  SYSTEM  IN  THE  BOSTON  PUBLIC 
SCHOOLS  DOES  HIRE  NURSES  BUT  THE  NURSES  ARE  PRaCTICaLLY  LIMITED 
TO  BANDAGES  AND  ASPRIN  IN  AN  EMERGENCY  UNTIL  FURTHER  TREATMENT 
CAN  BE  GIVEN  WITH  THE  WRITTEN  CONSENT  OF  THE  LEGAL  GUARDIAN. 


ALSO  MEDICAL  AND  DENTAL  CHECKUPS  ARE  GIVEN  AT  LEAST  ONCE  A  YEAR 
BUT  FOLLOW-UP  EXAMINATIONS  ARE  LEFT  TO  THE  DISCRETION  OF  THE 
PARENTS,  OFTEN  TO  BE  NEGLECTED  UNTIL  THE  FOLLOWING  YEAR  DUE  TO 
THE  FINANCIAL  STATUS  AND  LACK  OF  TIME  OF  TWO  MIDDLE  OR  LOWER 
MIDDLE-CLASS  WORKING  PARENTS.  UNDER  THE  PROPOSED  SYSTEM  SERUM 
SHOTS  INCLUDING:  DIPHTHERIA,  POLIO,  TETANUS,  and  VIRUS,  -MEDICAL, 
DENTAL  AND  COUNSELING  EXAMINATIONS  WOULD  BE  GIVEN  RESULTING  IN 
A  COMPLETE  AND  CONCISE  LOCALIZED  CHART  OF  A  CHILDS  PHYSICAL  PRO- 
GRESS. ALLERGIES,  TENDENCIES  AND  REACTIONS  TO  CHEMICAL  PREPARA- 
TIONS WOULD  BE  NOTED  AND  A  FULL  CASE  HISTORY  OF  THE  CHILDS  EARLY 
LIFE  WOULD  BE  AVAILABLE  IN  LATER  YEARS  FOR  PARENTS  WHO  REQUESTED 
IT,  RESULTING  IN  NO  GUESSWORK  OF  INNOCULATIONS  OR  PAST  CONDITIONS. 
PARENTS  WOULD  NOT  BE  CHAINED  TO  A  DOCTOR'S  OFFICE  EVENINGS  AS 
BASIC  PREVENTATIVE  AIDE  WOULD  BE  DURING  SCHOOL  HOURS. 

MANY  IMPEDED  PROGRESS  CONDITIONS  IN  CHILDREN  STEM  FROM  MO- 
TIONAL OR  INSTABILITY  FLAWS  WITHIN  THE  CHILDS  CHARACTER,  OTHER 
CONDITIONS  ARE  PRESENT  DUE  TO  EMOTIONAL  REACTIONS  CAUSED  BY  EN- 
VIRONMENT EITHER  WITHIN  THE  COMMUNITY  OR  WORSE  YET  WITHIN  THE  HOME. 
UNTIL  RECENTLY  EFFORTS  WERE  MADE  TO  ALLOW  THIS  MINORITY  TO  PROCEED 
AT  THEIR  OWN  SCHOLASTIC  R'.TE  IN  SPECIAL  CLASSES  BUT  NO  EFFORT  WAS 
MADE  TO  RELIEVE  THESE  TENDENCIES  SO  THIS  CHILD  COULD  RETURN  TO  HIS 
RIGHTFUL  PLACE  IN  SOCIETY  .  MANY  CHILDREN  WOULD  THEREFORE  HAVE  A 
TENDENCY  TO  WITHDRAW  AS  THEY  LEARNED  THE  STIGMATA  OF  THE  SO  CALLED 
"SPECIAL  CLASS".   IN  THE  NON-GRADED  SYSTEM  PROPOSED  FOR  DORCHESTER, 
THIS  STIGMATA  WOULD  NOT  BE  EVIDENT  AS  EMPHASIS  WOULD  BE  PLACED  ON 
INDIVIDUAL  ACHIEVEMENT  RATHER  THAN  COMPETITIVE  ANALYSIS.   FOR  THOSE 


CHILDREN  WHO  FAIL  TO  ATTAIN  THE  MINIMUM  AVERAGE,  PSYCHIATRIC  AND 
PHYCHOLOGICAL  COUNSELING  WOULD  BE  AVAILABLE  TO  EXPOSE  AND  CORRECT 
THE  BASIS  FOR  THE  RESTRICTED  ACADEMIC  DEVELOPMENT. 


the  facility  which  we,  the  dsc,  are  concerned  with  would 
not  in  any  way  duplicate  the  services  of  bch  or  any  other  medical 
agency  but  rather  would  incorporate  necessary  programs  and  services 
vital  to  the  area  wider  on  localized  roof.  no  overnight  or  inpa- 
tient care  would  be  provided.  at  a  recent  meeting  with  dr.  tauben- 
haus  bch,  dr.  hart  bsh,  w  frank  jones  mamh,  and  myself,  interest  was 
expressed  on  relocating  the  present  savin  street  health  center  on 
the  site  of  the  john  marshall  community  school.  this  looks  very 
hopeful  however,  certain  factors  must  be  taken  into  consideration: 

i)  a  complete  physical  and  mentiil  health  program  must  be 
initiated  and  a  complete  wing  would  be  necessary.  although  space 
would  be  determined  by  the  program  an  initial  estimate  would  be 
for  a  three  story  unit  with  a  minimum  of  2,500  sq.ft.  per  floor. 

2)  as  this  unit  would  serve  both  adult  and  minors  a  special- 
ized school  health  program  must  be  planned.  dept.  of  health  and 
hospitals  and  the  office  of  school  health  would  have  to  pool  re- 
SOURCES. 

3)  AS  THE  CITY  IS  DIVIDED  INTO  FIVE  HEALTH  AREAS,  THIS  UNIT 
WOULD  BE  LOCATED  IN  THE  BOSTON  UNIVERSITY  SECTOR.   PARTICIPATING 
AGENCIES  INCLUDING  BOSTON  STATE  HOSPITAL,  TUFTS  UNIVERSITY,  HEALTH 
AND  HOSPITALS  ETC.  WOULD  HAVE  TO  HAVE  A  CENTRAL  COORDINATING  EFFORT. 
ALTHOUGH  THIS  IS  A  PROBLEM  IT  IS  ONLY  AN  "ADMINISTRATIVE  HANGUP" 
WHICH  COULD  BE  SOLVED. 


!;<)  AS  SCHOOL  HEALTH  NURSES  AND  PUBLIC  HEALTH  NURSES  ARE 
ASSIGNED  COMPLETELY  DIFFERENT  CONTRACTS  THIS  PRESENTS  ANOTHER 
DILEMNA,  HOWEVER  ONE  WORKABLE  SOLUTION  WOULD  BE  ASSIGNMENT  OF 
SCHOOL  HEALTH  NURSES  9-U  AS  CONTRACTED,  WITH  AUXILIARY  PUBLIC 
HEALTH  STAFF  BOTH  DAY  AND  EVENING.  ALSO  STAFF  WOULD  BE  PRO- 
VIDED BY  CONTRIBUTING  AGENCIES  (B.U.,  TUFTS,  ETC.)  TO  IMPLE- 
MENT THEIR  PROGRAMS. 

5)  THERE  HAS  BEEN  SOME  SPECULATION  REGARDING  ABOLISHMENT 
OF  THE  OFFICE  OF  SCHOOL  HEALTH  AND  ASSUMPTION  OF  THIS  RESPON- 
SIBILITY BY  HEALTH  AND  HOSPITALS.  THE  POLITICAL  IMPLICATIONS 
HERE  ARE  GREAT  BUT  AGAIN  QUITE  NEGOTIABLE. 

THIS  COMMITTEE  IS  PRESENTLY  CONSIDERING  AND  ATTEMPTING  TO 
BE  PLACED  ON  THE  AGENDA  OF  THE  HEALTH  SERVICES  ADVISARY  COMMITTEE 
FOR  THE  MONTH  OF  JUNE  OR  JULY  OF  WHICH  TIME  WE  WILL  SOLICIT  THE 
FEASIBILITY  OF  SUCH  A  PROGRAM. 

FOR  SOME  SERVICES  A  NOMINAL  FEE  COULD  BE  CHARGED  HOWEVER  THIS 
COULD  BE  WAIVED  IF  THE  RECEIPIENT  EXPRESSED  A  VALID  INABILITY  TO 
PAY.   SUCH  CHARGES  WOULD  HELP  TO  DEFRAY  OPERATING  EXPENSES.   FED- 
ERAL FUNDS  COULD  BE  SECURED  TO  COVER  THE  COST  OF  SOME  PROGRAMS  WITH 
THE  BUDGETS  OF  THE  CONTRIBUTING  AGENCIES  SUPPLEMENTING  THE  BALANCE. 

HEALTH  AND  HOSPITALS  HAS  PROPOSED  $8l,7U8.0O  UNDER  PROPOSAL  #ph 
7TOMCA£0(8)DATED  ^27/67  FOR  RESEARCH  ON  IMPROVED  HEALTH  FACILITIES. 
I  WOULD  FEEL  THEY  MY  BE  ABLE  TO  THEREFORE  CONSIDER  THIS  SUGGESTION 
IN  THEIR  RESEARCH. 


PHYSICAL  HEALTH  COMPONENT 


EYE,  EAR,  NOSE  AND  THROAT  CLINIC 


(1)  INTENSIVE  EXAMINATIONS (DISTANCE  PERCEPTION,  ETC.)FOR  CORRECTIVE 
CONDITIONS  (GLASSES)  AND  DISEASES  OF  EYE.  FITTIMJS  FOR  GLASSES 
(PRESCRIPTION)  TO  THOSE  WITH  INABILITY  TO  PAY. 

(2)  HE/JUNG  AND  SPEECH  IMPEDIMENT  TESTING  WITH  EAR  CLEANING  SERVICE. 

(3)  EXAMINATIONS  FOR  DISEASES  OF  THROAT,  LUNGS  AND  LIPS (ORAL  CONTA- 
GEOUS  DISEASES)  TUBERCULOSIS,  PNEUMONIA,  ETC. 


GERIATRIC  CLINIC 

(1)  ARTHRITIC  SYMPTOMS 

(2)  DIABETIC  PROBLEMS 

(3)  REFLEXES  ETC. 

PODIATRY  CLINIC 

(1)  DISEASES  OF  THE  FOOT(ATHELETES  FOOT  ETC.) 

(2)  CONDITIONS  OF  THE  FOOT (PRESCRIPTION  SERVICE  FOR  PROPER  SUPPORT) 

DENTAL  CLINIC 

(1)  ORAL  HYGIENE  (REPAIR—FILLINGS,  BRACES,  CLEANING) 

(2)  EXTRACTIONS  AND  BRIDGES 

(3)  DISEASES  OF  GUMS  AND  INTERIOR  WALL  OF  MOUTH 

IMMUNIZATION  CENTER 

(I)  SHOTS  READILY  AVAILABLE  FOR  TETANUS,  DIPHTHERIA,  TYPHOID, 
POLIO,  ETC. 

CALORIE  CLINIC 

(1)  MALNUTRITION (RECOMMENDATION  OF  PROPER  BALANCED  DIET) 

(2)  OBESITY (PROPER  DIET,  BLOOD  PRESSURE,  LIQUID  INTAKE,  GLANDULAR 
PROBLEMS,  ETC. 


SOCIAL  PROBLEMS  COMPONENT 


ALCHOHOLISM  CLINIC 

(1)  AWARENESS  AND  TREATMENT  OF  SUCH  AS  A  DISEASE  RATHER  THAN  MORAL 
OR  SOCIAL  HABIT  INCLUDING  LABORATORY,  MEDICINAL  AND  COUNSELING 
SERVICES. (EMPHAS IS  ON  PELEGRA  AND  ASSOCIATED  DISEASES) 

(2)  PREVENTIVE 

(a)  LECTURES  AND  COUNSELING  OF  TEENAGERS  IN  AND  OUTSIDE  OF 
SCHOOL  REGARDING  MORAL,  SOCIAL  AND  PHYSICAL  IMPLICATIONS 
OF  ALCHOHOLISM. 

(b)  FILMS  AND  ANONYMOUS  CASE-HISTORIES  OF  ALCHOHOLISM  FOR 
ADULTS. 

(c)  TOLERANCE  TRAINING  FOR  SPOUSES  OF  ALCHOLICS. 

(d)  COORDINATION  OF  AA  PROGRAMING 


NARCOTICS  CLINIC 

(1)  TREATMENT  OF  "GLUE  SNIFFERS",  "COUGH-SYRUP  TASTERS", "PEP-PILL 
PUSHERS",  DRUG  ADDICTION (COCAIN,  HEROIN,  MAROJAUNA) 

(2)  PREVENTIVE 

(a)  FOLLOW  a-b-c-  FOR  ALCHOHOLISM 


SEX  EDUCATION  CLINIC 

(1)  PHYSICAL  REQUIREMENTS  FOR  MOTHER-HOOD  IN  REGARDS  TO  PHYSICAL 
DEVELOPMENT  AND  MENTAL  MATURITY 

(a)  INITIATED  IN  SCHOOL  PERSONAL  HYGIENE  CLASSES. 

(2)  NUTRITIONAL  REQUIREMENTS  OF  MOTHER  AND  .  PSYCOLOGICAL  NEEDS  AND 
FEARS  OF  FIRST  AND  REPETITIVE  PREGNANCIES 

(3)  NECESSITY  OF  CLINICAL  FOLLOW-UP  OF  BOTH  MOTHER  AND  INFANT 


VENERIAL  DISEASE 

(1)  TREATMENT  OF  RECENT  CONTACT  CASES  WITH  REFERRAL  OF  CHRONIC 
CASES  TO  MEDICAL  INSTITUTION 

(2)  PREVENTIVE 

U-)  FOLLOW  a-b  FOR  ALCHOHOLISM 


PREVENTIVE  MEDICINE  COMPONENT 


PRE-NATAL  CLINIC 


(1)  PHYSICAL— INCLUDING  NUTRITIONAL  AND  PHYSICAL  DEXTERITY  GUIDE- 
LINES (EXERCISES ) 

(2)  MENTAL— FORMULATION  OF  SOUND  ATTITUDES  TOWARDS  PREGNANCIES 
AND  THEIR  COMPLICATIONS. 


PEDIATRICS (WELL-BABY)  CLINIC 

(I)  HEALTH  AND  DEVELOPMENT  OF  INFANT-2U  MONTH-OLD  CHILDREN. 

(A)  SPECIAL  ATTENTION  SHOULD  BE  GIVEN  TO  POSSIBLE  DEVELOPMENT 
OF  INFANTILE  PARALISYS,  MULTIPLE  SCLEROSIS,  RICKETS,  AND 
ASSOCIATED  CHILDHOOD  DISEASES. 


CHILD  CARE  CLINIC 

(1)  SHOULD  INCORPORATE  PRINCIPLES  OF  PROPER  HANDLING  AND  INFANT 
NUTRITION,  PSYCOLOGICAL  ATTITUDES  AND  FEARS  OF  SPOUSE  AND 
OLDER  CHILDREN. 

(2)  HOW  TO  COPE  WITH  QUESTIONS  OF  OLDER  CHILDREN  IN  REGARDS  NWE- 
B  ORN.   (CLIENT  SHOULD  BE  ENROLLED  DURING  EARLY  MONTHS  OF 
PREGNANCY  WHILE  MOBILITY  IS  EASIEST). 


FAMILY  PLANNING 

(1)  PROPER  USE  OF  CONTRACEPTIVE  AND  RYTHMIC  SYSTEMS  AND  THEIR 
ADVANTAGES (VOLUNTARY  RECRUITMENT ) 

(2)  EXPLOITING  FEARS  AND  SUPERSTITIONS  OF  PREGNANCY  AND  SEXUAL 
BEHAVIOR  PATTERNS (PLANNED  PARENTHOOD) 


MENTAL  HEALTH  COMPONENT 


PSYCL'.TRIC  UNIT 


(1)  NO  BORDERLINE  OR  DANGEROUS  CASES  WOULD  BE  SEEN  HERE,  BUT  WOULD 
RATHER  SERVE  AS  A  SOCL1L  SERVICES  COUNSELING  CENTER.   COULD 
ALSO  BE  USED  TO  COUNSEL  THE  DISCHARGED  BUT  CONFUSED  PREVIOUSLY 
INSTITUTIONALIZED  PATIENT. 

(2)  DOMESTIC  COUNSELING 

(A)  MARRAIGE  AND  GUIDANCE  COUNSELING  FOR  THE  "BURDENED"  FAMILY 
(PERSONAL  HOSTILITIES,  PARENT-CHILD  RELATIONSHIPS,  HUSBAND- 
WIFE  PROBLEMS) 

(3)  PROBATIONARY  COUNSELING 

(A)  LOCAL  PROBATION  OFFICERS  IN  TUNE  WITH  THE  COMMUNITY  MID 
PROBLEMS  THE  REHABILITATED  OFFENDER  MUST  FACE  EVERY  DAY. 

(k)   TESTING  AND  EVALUATION 

(A)  INTELLIGENCE  ABILITY  TESTING (IQ)  —ESPECIALLY  HELPFUL  FOR 
ACADEMIC  AND  VOCATIONAL  FAILURES 


EXTENTION  SERVICES 


VISITING  NURSE  ASSN. 

(I)  AS  STRUCTURED 


SUPPLEMENTARY  SERVICES 

LABORATORY 

(I)  PREPARATION  OF  CULTURES,  HLOODTESTS  AND  URINE  SPECIMENS  ETC. 

TECHNICAL 

(1)  CHEST  X-RAY  EQUIPMENT 

(2)  MOBILE  X-RAY  UNIT 

(3)  FLOROSCOPE  EQUIPMENT 

(k)   AUDIO-VISUAL  TESTING  EQUIPMENT 

(5)  THERAPY  ROOM 

(A)  MUSCLE  DEVELOPMENT  EQUIPMENT  FOR  SPASTIC  AND  DYSTROPHY 
PATIENTS. 

(B)  FITTING  ROOM  FOR  ARM,  LEG  AND  NECK  BRACES,  BACK  SUPPORTS, 
ETC. 

PHARMACY 

(I)  LOW-COST  PRESCRIPTION  SEFVICE. 


DAY  CARE  CENTER 
THE  TERM  "DAY  CARE"  IS  GENERALLY  USED  TO  COVER  A  WIDE 
RANGE  OF  RESOURCES,  OR  THE  FACILITIES  IN  WHICH  CHILDREN  SPEND 
THE  WHOLE  OR  PART  OF  A  DAY  AWAY  FROM  THEIR  OWN  HOMES  WHEN 
THEIR  PARENTS  ARE  OBLIGED  TO  OR  WISH  TO  DELEGATE  RESPONSI- 
BILITY FOR  THEIR  CARE  TO  SOMEONE  ELSE. 

ALTHOUGH  DAY  CARE  IS  GENERALLY  THOUGHT  OF  AS  A  SERVICE  FOR 
CHILDREN  WHOSE  MOTHERS  WORK  DURING  THE  DAY  AND  CANNOT  FIND 
A  RESPONSIBLE  RELATIVE  OR  NEIGHBOR  TO  CARE  FOR  THE  CHILD,  IT 
HAS  GROWN  IN  ITS  USE  TO  COVER  PROVISION  FOR  CHILDREN  OTHER  THAN 
THOSE  OF  WORKING  MOTHERS: 

1)  WHERE  THE  PARENT-CHILD  RELATIONSHIP  IS  SUCH  THAT  PARTIAL 
SEPARATION  IS  DESIRABLE 

2)  WHEN  PHYSICAL  OR  EMOTIONAL  ILLNESS  OF  EITHER  PARENT  MAKES 
DAY  CARE  A  SOUND  PLAN  FOR  THE  FAMILY  AND  CHILD. 

3)  WHEN  THE  USE  OF  DAY  CARE  CM  SERVE  TO  PREVENT  FULL-TIME 
PLACEMENT. 

U0>  WHERE  PHYSICAL,  EMOTIONAL,  OR  MENTAL  IMPAIRMENT  IN  THE  CHILD 
MAKES  THIS  TYPE  OF  CARE  DESIRABLE  AND  HELPFUL. 

S)  AS  A  TEMPORARY  SERVICE  WHILE  MORE  PERMANENT  PL'iNS  ARE  BEING 
WORKED  OUT. 

WHATEVER  THE  REASON  FOR  DAY  CARE,  THE  DOMINANT  THEME  IS  CARE 
AND  PROTECTION  OF  CHILDREN  DURING  THE  DAY  IN  PLACE  OF  THERE  PARENTS. 
DAY  CARE  CONSIDERS  THE  TOTAL  FAMILY  IN  LOOKING  AT  THE  CHILD  AND 
THUS  FOCUSES  ON  HIS  TOTAL  DEVELOPMENT.   THIS  DISTINGUISHES  IT  FROM 
THE  "NURSERY  SCHOOL"  DR  KINDERGARTEN  WHERE  THE  PRIMARY  PURPOSE  IS 
EDUCATION. 


BY  THE  SAME  TOKEN,  DAY  CARE  SHOULD  BE  DISTINGUISHED  FROM 
"BABYSITING"  AND  "  FOSTER  CARE",  IN  A  SENSE  DAY  CARE  FALLS  IN- 
BETWEEN  THESE  PROGRAMS.   ''BABYSITTING"  IS  THE  TEMPORARY  SHORT  jf 
TERM  CARE  OF  A  CHILD  WHILE  THE  MOTHER  IS  AWAY,  WHEREAS  DAY  CARE 
IS  OFTEN  EIGHT  OR  NINE  HOURS  DAILY,  FIVE  DAYS  A  WEEK,  SUMMER  AND 
WINTER.   FOSTER  CARE  ON  THE  OTHER  HAND  IS  2U  HOURS  CARE  FOR  A 
CHILD  OUTSIDE  HIS  HOME,  OCCASIONED  BY  A  MAJOR  DISTURBANCE  WITHIN 
HIS  HOME. 


THE  MARSHALL  STREET  SITE 
DAKOTA  ST.  DORCHESTER 

AS  THIS  REPORT  IS  A  DIRECT  RESULT  OF  THE  "COMMUNITY  SCHOOLS"  MY 
PRIMARY  INTEREST  IS  THAT  SUCH  MEDICAL  FACILITY  BE  DIRECTLY  CONNECTED 
AND  ADJACENT  WITH  AT  LEAST  ONE  OF  THE  NEW  STRUCTURES.  I  HAVE  CHOSEN 
THE  MARSHALL  ST.  SITE  FOR  THE  FOLLOWING  REASONS: 

(1)  HEALTH  &  HOSPITALS  HAVE  INDICATED  THAT  A  L/iRGE  MAJORITY  OF 
CLIENTS  ARE  DRAWN  FROM  THAT  SURROUNDING  AREA. 

(2)  THIS  AREA  IS  MEDICALLY  DEPRIVED. 

(3)  OVER  3,500  CHILDREN  WILL  BE  DIRECTLY  AFFECTED. 
(h)   OVER  7,000  ADULTS  WILL  HAVE  ACCESS  UNTIL  9PM. 

(5)  NO  ADDITIONAL  LAND  NEED  BE  TAKEN: 

(A)  THE  EXISTING  JOHN  MARSHALL  SCHOOL  IS  TO  BE  R..ZED  ONLY 
AFTER  THE  NEW  FACILITY  IS  BUILT.  AS  TO  DATE  THE  MEDICAL 
OFFICES  ARE  TO  BE  LOCATED  AT  THE  CLOSEST  END  TO  THE  PRES- 
ENT STRUCTURE  AND  AFTER  DEMOLITION  A  COMPLETE  HEALTH  FA- 
CILITY CAN  BE  ERECTED  USING  AS  MUCH  AS  5,000  sag.  ft.  WITH- 
OUT DETRACTING  FROM  THE  PROPOSED  GRASSY  AREA. 

(6)  THE  AREA  IS  WITHOUT  PROPER  CIVIL  DEFENSE  STRUCTURES. 

(A)  LF  A  "FALLOUT  STRUCTURE"  IS  PROPOSED,  THIS  WILL  NOT  ONLY 
ADD  MORE  SPACE  UNDERGROUND,  BUT  WILL  CUT  CONSTRUCTION  COSTS 
AS  THE  FEDERAL  GOVERNMENT  WILL  ALSO  PAY  THE  COST  OF  THE  NEC- 
ESSARY FOUNDATION. 
(?)  ALL  UTILITIES  COULD  COME  FROM  THE  MAIN  POWER  PLANT  WITHIN 

THE  NEW  SCHOOL.  THIS  IS  A  RECOMMENDATION  TO  PUBLIC  FACILITIES  TO 

PLAN  THESE  SYSTEMS  WITH  THIS  POSSIBILITY"  IN  MIND. 


REACTIONS  TO  THE  »  SUPPLEMENT"  -  DaTED  SEPTEMBER  1967  ON  THE  OLNEY  ST 
ELEMENTARY  SCHOOL  -  DORCHESTER 


THIS  IS,  IN  GENERAL,  A  CREATIVE  AND  THOUGHTFUL  SET  OF  PLANS.   THE 
POINTS  I  WISH  TO  RAISE  ARE  IN  THE  NATURE  OF  UNDERSCORING  PLANS  ALLUDED 
TO  IN  THE  MATERIAL  BUT  NOT  WILL  ARTICULATED  IN  THE  DESIGN  OF  THE  PHYSI- 
CAL PLANT. 

THE  SCHOOL  AND  THE  COMMUNITY'S  NEEDS 

ALL  OF  THE  ALLIED  PROFESSIONS  CONCERNED  WITH  THE  WELL-BEING  OF 
CHILDREN  ARE  ACUTELY  AWARE  THAT  THE  GAP  BETWEEN  REMEDIAL  PROGRAMS  FOR 
TROUBLED  CHILDREN  AND  THEIR  FAMILIES  AND  THE  NEED  FOR  SUCH  PROGRAMS  IS 
INCREASING.   THE  SUPPLY  OF  PHYSICAL  FACILITIES,  MONEY  FOR  SERVICES, 
AND  MANPOWER  DECREASES  IN  THE  FACE  OF  INCREASING  NEED.   THE  MENTAL  HEALTH 
PROFESSIONS  ARE  TURNING  TO  PROGRAMS  INVESTED  IN  PREVENTION  IN  HOPES  THat 
THE  FLOW  OF  PEOPLE  NEEDING  HELP  CAN  BE  DECREASED. 

IF,  AS  IT  APPEARS,  TIME  MONEY,  AND  PROFESSIONAL  KNOWLEDGE  IS  DIRECTED 
IN  PART  TOWARD  PREVENTION,  WE  MUST  HAVE  INSTITUTIONS,  IN  AND  THROUGH 
WHICH  SUCH  PROGRAMS  CAN  BE  OFFERED.   THE  SCHOOL,  LOCATED  IN  THE  NEIGH- 
BORHOOD, WHERE  CONTACT  BET3NEEN  CHILDREN  AND  PARENTS  AND  PROFESSIONALS 
CAN  BE  MADE  WITH  RELATIVE  EASE  IS  ONE  OF  THE  OBVIOUS  INSTITUTIONS  FOR 
THESE  PROGRAMS. 

ONE  CAN  ENVISAGE  A  SERIES  OF  ADULT  EDUCATION  CLASSES  AND  DISCUSSION 
GROUPS  DESIGNED  TO  EDUCATE  PARENTS  IN  A  NUMBER  OF  AREAS: 

A.  NUTRITIONAL  NEEDS:  HOW  TO  SHOP,  COOK  AND  STORE  FOOD 

B.  DISEASE  -  PUBLIC  HEALTH  EDUCATION 

C.  MENTAL  HEALTH  EDUCATION 

THESE  PROGRAMS  ARE  ALREADY  BEGINNING  IN  MANY  AREAS.  MORE,  NOT  EVEN 
CONCEIVED  OF  NOW,  WILL  EMERGE  AS  TIME  GOES  ON.   THE  POINT  OF  THIS  DISCUS- 
SION IS  THAT  THE  PHYSICAL  PLANT  OF  A  NEW  SCHOOL  MUST  LOOK  TO  THE  FUTURE 
CREATIVELY  WITH  SPACE  ALLOTED  FOR  ANTICIPATED  USE,  OTHERWISE  A  GREAT 
POTENTIAL  IS  LOST  OR  CONFINED  BY  A  SHORTAGE  OF  SPACE. 

MENTAL  HEALTH  CARE 

THE  OLNEY  STREET  PLANS  MAKE  MENTION  OF  SPACE  FOR  PSYCHOLOGICAL  AND 
EDUCATIONAL  COUNSELLING  ALTHOUGH  THE  PLANS  FOR  THE  PHYSICiJ,  PLANT  DO 
NOT  REVEAL  THEIR  LOCATION  CLEARLY. 

WHILE  THE  MANPOWER  PROBLEM  REMAINS  ACUTE,  MOST  SCHOOLS  ARE  NOT 
ABLE  TO  "HOUSE"  MENTAL  HEALTH  PROFESSIONALS.  WHEN  ROOM  IS  SET  ASIDE, 
IT  IS  DONE  FOR  THE  TRADITIONAL  ONE-TO-ONE  METHOD  OF  PSYCHOLOGIC/A  HELP. 
YET,  THERE  IS  INCREASING  EVIDENCE  THAT  CHILDREN,  PARTICULARLY  OF  LATENCY 
(7-II  YEARS)  AGE  AND  ADOLESCENCE  BENEFIT  GREATLY  FROM  A  GROUP  FORM  OF 
TREATMENT.   IT  SEEMS  SHORT-SIGHTED  NOT  TO  PLAN  FOR  GROUP  THERAPY  AND 
INDIVIDUAL  COUNSELLING  SPACE  IN  THE  FORMATION  OF  A  NEW  SCHOOL.   CLASSROOMS 
ARE  NOT  CONDUSIVE  TO  GROUP  THERAPY  SESSIONS— THERE  SHOULD  BE  SPECIAL 
ROOMS  FOR  TALKING  AND  ACTIVITY  GROUPS. 


PHYSICAL  HEALTH  FACILITIES 

IN  ADDITION  TO  THE  TRADITIONAL  HEALTH  FACILITIES,  NURSE'S  OFFICE 
AND  REST  ROOM,  IT  IS  NOT  DIFFICULT  TO  IMAGINE  TH.iT  A  NUMBER  OF  PREVENTIVE 
PUBLIC  HEALTH  PROGRAMS  WILL  BE  IMPLEMENTED  THROUGH  THE  SCHOOLS.  W" 
ELSE  IS  iCCESS  TO  SO  MANY  CHILDREN  SO  READILY  AVAILABLE?  AGAIN,  OMS 
WOULD  WISH  THAT  PLANS  FOR  A  NEW  SCHOOL  COULD  ENCOMPASS  ROOM  FOR  FUTURE 
PROGRAMS. 

I  RECOGNIZE  THAT  MY  COMMENTS  SEEM  TO  ASSUME  THAT  THE  SCHOOL  WILL 
BE  "ALL  THINGS  TO  ALL  PEOPLE."   IN  FACT,  I  FEEL  WE  HAVE  GENERALLY  BAILED 
TO  USE  THE  SCHOOLS  POTENTIAL— BOTH  IN  TERMS  OF  EDUCATION  FOR  CHILDREN 
AND  A  BROADER  REACHING  OUT  TO  THE  COMMUNITY, 

MRS,  KiRGARET  FRANK 
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The.  health  care  t.  ■ -v.-i  v,y  most  r.  '  ;  ;  n    u        i-Parl  r  Hill  is 
inadequate.   Although  .   init:  is   i   'i   do.    er   Ltute    ■!  hi  ilth  care 
vary  widely,  en  this  doctors,  hospital  adwinistrst. :■;.--  ind  the  residents  them- 
selves are  agreed.   All  of  them  point  to  the  lack,  of  continuity  in  medical 
care:  most  people  in  Mission-Parker  Kill  have  no  clinic  where  they  are 
known,  let  alone  a  doctor  who  knows  them.   Whan  they  are  sick,  they  can 
almost  always  get  treatment.   But  it  is  not  necessarily  prompt  treatment 
and  not  necessarily  good  treatment;  it  is  not  necessarily  given  with  an 
adequate  knowledge  of  their  past  medical  history  and  not  necessarily  followed- 
up. 

For  this  inadequacy  both  the  residents  of  the  area  and  the  medical  insti- 
tutions that  serve  them  are  responsible.   Both  are  becoming  aware  of  this: 
the  residents  are  becoming  somewhat  more  sophisticated  in  their  use  of  medical 
institutions  and  the  institutions  are  becoming  somewhat  more  sophisticated  in 
ways  of  increasing  the  effectiveness  of  their  services.   But,  at  the  very  least 
both  need  a  greater  awareness  of  the  problems  with  present  health  services  in 
Mission-Parker  Hill,  of  attempts  to  deal  with  similar  health  care  problems 
elsewhere,  and  of  each  other's  plans  and  ideas. 

Health  Services  for  Mission-Parker  Hill 

Ninety  per  cent  of  illness  symptoms  In  MipsimrTatUr  Hill   there  is 
good  reason  to  believe,  are  never  brought  to  medical  attention.'-  tv,0  iargest 
number  of  those  that  are  reported  are  probably  treated  at  Boston  City  ho„r,-«-0-|  _ 
Use  of  Boston  City  is  particularly  heavy  among  the  Negroes  in  the  Mission  Hill 
Extension  housing  project  on  the  east  side  of  Parker  Street. 

There  are  some  obvious  reasons  for  this.  Until  recently,  Boston's  Welfare 
Department  reimbursed  no  other  hospital  but  Boston  City  for  the  treatment  of 
patients  enrolled  in  Welfare  Programs.   Even  though  hospitals  nearer  Mission- 
Parker  Hill  were  willing  to  provide  out-patient  care  at  greatly  reduced  costs 

in  some  cases,  free  Boston  City  was  traditionally  the  place  where 

welfare  workers  urged  their  clients  to  go  and  where,  in  an  emergency,  police 
most  frequently  directed  the  ambulances. 

But,  according  to  residents  that  use  it,  there  are  other  reasons  for  going 
to  Boston  City,,  reasons  that  still  make  sense,  even  though  (because  of  Medicaid) 
Welfare  -  reimbursed  care  is  now  available  at  every  hospital;  reasons  that 
make  sense  not  only  to  welfare  clients.   There  are  no  lengthy  applications 
to  be  filled  out,  no  complex  procedures  to  go  through,  before  getting  treat- 
ment at  Boston  City's  out-patient  clinics,  as  there  are  in  the  clinics  of 
hospitals  closer  to  Mission-Parker  Hill. 


*This  will  be  documented  in  a  forthcoming  study  by  the  Harvard  Medical  School's 
Family  Health  Care  Program. 
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early  to  Boston  City  )and  be  prepared  to  wait).   The  same  is  true 
if  one  misses  an  appointment  there  or  doesn't  feel  like  making  an 
appointment  at  all.   Boston  City  also  has  a  day  care  center  where 
children  can  be  left  while  the  parent  or  sick  child  goes  for  treat- 
ment, something  missing  in  the  hospitals  nearer  Mission-Parker  Hill. 

The  simplicity  of  getting  treatment  at  Boston  City  is  an  ad- 
vantage, but  hardly  an  unmixed  one.   The  purpose  of  an  out-patient 
clinic  (and  this  is  all  that  differentiates  it  from  an  emergency 
clinic)  is  to  introduce  some  procedure,  some  continuity  into  the 
providing  of  medical  care.   An  emergency  clinic  treats  anyone  who 

comes  in  off  the  street  and  has  a  pressing  or  at  least  somewhat 

pressing  problem  that  can  be  dealt  with  immediately.   For  furth- 
er treatment,  for  more  long-range  treatment,  he  is  referred  to  an 
out-patient  clinic.   There,  theoretically,  the  individual  patient 
is  assinged  to  an  individual  specialist  who  continues  to  see  him 
for  as  long  a  period  and  as  often  as  necessary  thus  the  impor- 
tance of  making  and  keeping  regular  appointments.   To  the  extent 
that  patients  avoid  this  routine,  they  miss  whatever  benefits  the 
out-patient  clinic  has  to  offer.   A  survey  of  the  Boston  City  Hos- 
pital out-patient  clinic  last  spring  showed  that  one-third  of  those 
treated  missed  their  follow-up  appointments,  arriving  at  a  different 
time,  and  that  another  third  never  showed  up  for  their  follow-up 
appointments  at  all. 

Boston  City  administrators  are  aware  that  their  out-patient 
system  is  in  many  ways  unsatisfactory.   They  say  they  hope  to  begin 

making  major  improvements  in  the  near  future though  beyond  some 

initial  changes,  such  as  the  creation  of  a  hospital  pharmacy,  nothing 
specific  has  yet  been  announced.   At  present,  they  are  in  the  middle 
of  planning  a  neighborhood  clinic,  probably  to  be  located  in  the 
vloinity  of  the  hoFlr'5•t',",  '  "ui  "K  ,,nl  perform  some  of  the  functions 
of  the  uuu-patioui:  rOinics  for  a  mora  limitoJ  population;  it  is 
hoped,  more  effectively. 

What  impact  these  changes  will  have  on  Mission-Parker  Hill 
residents  is  difficult  to  foresee.   Boston  City  Hospital  planners, 
like  the  planners  of  the  recently  announced  comprehensive  health 
center  for  Roxbury,  have  not  really  included  Mission-Parker  Hill 
in  the  area  they  see  themselves  as  serving.   One  Boston  City 
official  says,  in  fact,  that  he  assumes  the  network  of  expressways 
which  will  soon  ring  Mission-Parker  Hill  on  the  north  and  east  will 
effectively  cut  it  off  from  the  rest  of  Roxbury  and  the  South  End, 
the  area  in  which  the  hospital  is  most  interested. 

It  may  well  be  that  the  use  of  Boston  City  by  Mission-Parker 
Hill  residents  will  start  to  delline  within  the  next  few  years. 
Whatever  the  effect  of  the  highways,  the  Medicaid  program  is  almost 
certain  to  cause  some  changes  in  the  area's  pattern  of  health  care. 

Medicaid 3/1+  financed  by  the  federal  government,  I/I4.  by  the  state 

reimburses  any  hospital  in  Massachusetts  for  emergency,  out-pati- 
ent or  in-patient  care  of  "medically  indigent"  persons  under  21. 
The  age  limit,  set  by  Massachusetts,  is  scheduled  to  be  removed  in 
1970. 
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(Each  state  defines  who  shall  be  covered  by  Medicaid  and  how  much 
coverage  they  will  receive.  Who  is  "medically  indigent"  by  Massa- 
chusetts" standard?   It  varies  by  size  of  family:  a  family  of  four 
with  one  wage-earner,  for  example,  is  elegible  if  the  total  take- 
home  pay  is  $108  a  week  $5>b00  a  year or  less). 

Because  it  can  be  used  anywhere,  the  Medicaid  card  is,  in  a 
way,  an  invitation  to  the  holder  to  experiment  with  some  other 

hospital  than  one  he  is  currently  using  for  free.  Many  people 

will  not  do  so,  of  course,  feeling  satisfied  with  the  care  they 
are  already  getting.   But  many  others  will.   The  results  may  be 
word-of -mouth  reports  about  hospital  facilities  that  will  spread 
well  beyond  the  "medically  indigent"  group.   At  any  rate,  there  is 
some  evidence  that,  for  whatever  reason,  this  process  of  change  in 
hospital  usage  is  beginning  to  take  place.   Boston  Lying-in  Hos- 
pital, (one  of  the  two  divisions  of  Boston  Hospital  for  Women, 
the  other  being  in  Brookline)  has  had  a  25  per  cent  incre  se  in 
ward  patients  since  July  1,  when  Medicaid  really  went  into  effect 
in  Boston.  Many  of  the  new  patients  and  mothers  on  Aid  to  Depen- 
dent Children. 

It  is  likely  that  other  hospitals  in  the  area  will  register 

similar  increases  not  only  in  their  in-patient  services,  but 

even  more  in  their  out-patient  and  emergency  services as  incr.?-  '• 

sing  numbers  of  new  patients  try  them  out.   (In  some  cases,  this 
will  be  on  top  of  an  already  pronounced  trend:  the  use  of  Children's 
Hospital  out-patient  and  emergency  services,  for  example,  has  been 
climbing  steeply  for  years.)   What  will  the  new  patients  find  there? 
How  ready  are  the  Longwood  Avenue -Francis  Avenue  hospitals  (and  other 
health  facilities  in  Mission-Parker  Hill)  for  them?  Is  there 
reason  to  believe  that  the  people  who  come  will  get  significantly 
better  health  care  there  than  they  receive  in  the  past? 

Children's  Hospital,  which  had  some  150,000  out-patient  visits 
last  year,  has  just  completed  a  new,  11-story  building  to  house 
it's  out-patient  services.   The  building  itself  may  have  an  impact 
on  their  use.   There  is  no  comparison  beti^een  Children's  old  out- 
patient facilities  and  the  new  ample,  bright  waiting  areas  with 
cushioned  seats;  between  the  old  wings  with  examingng  areas,  con- 
sulting rooms  and  secrei/cir>inl  OtooKy  yit^  oiw^at  on  w^q  0f  each 
other  and  the  new  long,  wide  satellite  corridors  of  offiu..,,  The 
building  represents  a  commitment  by  Children's  Hoapital  »  °™icr:ant 
attempt  to  improve  its  system  of  referral  from  emergency  ^vices. 
If  patients  now  will  only  play  the  game  Children's  way,  using  the 
clinics  properly,  they  will  get  the  best  care  the  hospital  |as^£ 
offer.   But  that,  of  course,  is  just  the  problem:  how  many  will 

The  following  report  concentrates  on  out-patient  services .   This  is 
not  to  imply  that  the  probtos  of  in-patient  ser^c^ea^r^ro^Sonly 
serious.   Out-patient  services  push  themselves  to  the  fore ^ontoniy 
because  so  many  more  people  pass  through  them  and  bJ  ^  s  h^7for 
families  in  Mission-Parker  Hill,  aa  will  be  shown,  rely  on  them  lor 
most  of  their  medical  care. 
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play  in  Children's  way?     Will   a  bright  new  building   and  a  new  re- 
ferral  system  be   enough  tommake  many  of   them  who  were  not  doing   so 
before   or  who  have  nust  come   into   the  hospital   do   so  now: 

There  is   skepticism  among  many  at   the   Hospital   that  what  Child- 
ren's  is  now  doing  will  have   a  large   impact  on  health  care  patterns 
in  Mission-Parker  Hill.      An  administrator  says   frankly   that  he   feels 
there   is   an  education  problem,   particularly  with  poor  patients,    that 
at  the  moment  he  doesn't  know  how  to  bridge.      But   a  doctor  who   is 
studying   the   effectiveness   of  comprehensive   care   for  children  of 
low-income   families   feels    just   the   opposite.      Families   are  not 
ignorant   of  the    benefits   of  the    out-patient   clinic,  he   says:      "I 
think   one   ought   to   emphasize   the   increasing  amount  of  data    (showing) 
that   they  certainly  know  how  to  use   the    system."        Yet   "on  present 
evidence    (out-patient   clinics   in  general)    are   totally  ineffective. "3 

If   so,   then  something  in  the   structure    of  out-patient  clinics 
themselves  must   often  keep  patients,  particularly  poor  patients, 
from  using   them  properly.      For  example,    a   recent   caller  to   Children's 
who   ask  what   to   do  with   a  sick  child  was   referred  to   sovoml  differ- 
~~+-   neople,    asked  a  number  of  questions    and  finally    told   that   an 
application  w^uid  be    sent   to  her,   which  she    should  fill   out  before 
bringing   the   child   in.      For  faster  service,    she   was   referred   to   em- 
ergency.     If  this   is  not   a  typical,    such  procedures   could  well 
discourage    the  use   of  out-patient  clinics   at   the  hospital.      But   are 
there    other  more    subtle,   more   difficult-to-correct   reasons   why  many 
people   in   the   area,   particularly  low-income   earners  but   others   as 
well,    do  not  make   good  use    of   the    out-patient   clinics?      Children's 
is   doing   some   experimenting  with  this   problem;    together  with  Duaton 
Lying-in  Hospital  it  has   obtained  federal  money  to   sot  up  a  health 
clinic    for  mothers,    infants   and  children   in  the    Bromley-Heath  hous- 
ing project,    just   south  of  Mission-Parker  Hill,   and  may  seeK  more 
federal  money  for   a   second  neighborhood  clinic    closer  to   the   hos- 
pital.     This  project,    and   it.q    i^nuaiinn.".,   will   be   discussed  be- 
low. 

At   Peter  Bent  Brigham  Hospital,    a  few  blocks   from  Children's 
there   is   a   similar  gap  between  the    commitment   to  making   out-patient 
services   as   effective   as   possible   and   the    actual  impact  of  present 
programs,      The  hospital  has,    for   several  years,    been  making   changes 
in  the    starring   and  operation  of  its   out-patient  clinics   in  an 
attempt   to  guarentee  that    everyone  who  comes   into  the   hospital   need- 
ing continuing  medical   care   will  get   it   as   one   doctor  puts   it, 

"to  make   every  patient  our  patient." 
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Letter  from  Dr.  Joel  J.  Alport  Medical  Director  of  the  Family  Health 

Care  Program,  August  22,  1967 

h 

The  call  was  made  on  August  8,  1967. 
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The    staff   of  Peter  Bent   Brigham's   clinics  have   been  divided 
for   some    time    into  medical    "teams,"    each   responsible    for  a  certain 
number   of  patients.      A  complete  medical   record  is   developed   there 
for  every  patient,    beginning  with  a  lengthy,    basic   examination  dur- 
ing  the    first  visit   to   the    out-patient  clinics.      Patients   who  play 
the    game   Brigham's  way,   like    the   patients   at  Children's  who  play  the 
game    its  way,   will   receive   the   best   care   the   hospital  has   to   offer. 
But   is    the   presence    of  a  medical    "team"    and   the    offering  of  a 
basic    examination  enough   to  make    them  do   so? 

They  may  not  be.      A  mother  in  the  Mission  Hill  housing  project, 
for  example,    says    that   she   once   spent  most   of   a  day  at   Peter  Bent 
Brigham  waiting  and   taking  basic    tests.      At  last,    she   says,    she  had 
her  eyes   examined   ---    she  had  originally  gone   because   of  her  self- 
perceived  need  for  eye-glasses    and  was    told:      "You  need  glasses; 

please   see   the   nurse   on  your  way  out   and  make    an  appointment.      "She 
has  never  returned   to   its   out-patient  clinic.      Her  account  may  be   an 
exaggeration  or  a  result   of  a  misunderstanding,    and  she  may  have 
other,   unarticulated   reasons   for  not   returning  to   the   out-patient 
clinics,   but   the   problem  of  her  disatisf action  with  the   clinics   re- 
mains.     The   problem     asserts   itself  in  other  ways:      Pete      Bent 
Brigham  has    felt   increasing  pressure   on  its   emergency   services,    for 
example,    and  has   recently  expanded   them. 

A  survey  taken  in  1965   found   that   the   hospital   received,   pro- 
portionately,  more    than  twice    as  many  visits   from  the  mostly  white 
Mission  Hill  Project   than  from  the  mostly  Negro  Mission  Hill  Exten- 
sion.     In   the   Brigham  per   thousand  people    from  the   census   tract 
that   includes   the   project,    but   only  II).. 5  visits  per  thousand  from 
the   census   tract   that     includes   the   Extension.      Tte  same   ratio  per- 
vailed  for  the    age   group   l£   to   6l|,   which  uses    the   Peter  Bent   Brigham 
less    extensively.       (In  both   age   groups,    there  were    less   visits   to 
the    hospital,   proportionately,    from  Parker  Hill    than  from  either   the 
project   or   the    extension,   while  visits    from    the   home    jurt    south 

of   the   hospital,    cited  earlie    ,    arc    any  indication if   there   is    to 

be   a  sharp   increase   in  the   use   of  Mission-Pax#ker  Hill  hospitals   by 

welfare   clients   and   others   in  the    area   Peter  Bent   Brigham  may 

well   get  an  increasing  number  of  patients   from   the    Extension  within 
the    next   few   years,    and   the   earlier  gap  may  be   narrowed,    if   so,    all 
its    services  will   become    increasingly  crowded  and    the    challenge    to 
make   its    out-pationt.  nlinics   more    effective   even  greater. 

Peter  Bent  Brigham   and  Boston  Lying-in  will  have    to   fave    this 
challenge    together   soon:      they  are   scheduled,   within   the   next   few 
years,    to   beoome   part   of   the    same   hospital   complex.      They  will   be 
joined  by  the   Robert   Breck  Brigham  Hospital,   which   specializes    in 
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Data  Collected  by  Leon  S.  Robertson,  Family  Health  Care  Program;  the 
interpretation,  however,  is  by  members  of  this  project. 


arthritic  ana  v'he.  ;■■;.■   i.<  i"Lsep.ao3  tviC.    ...  no;  .  'tented,  or;  top  of  Parker 
Hill.  '0   ■  "...  i     ea  .  ..  .'it;u  ..'•  de .  olop.nent  which  :-.ll  three 
will  r.no.rc         Li  be  ouilt  on  Francis  Avenue,  <v.i  and  beyond  the  present 
site  of  Peter  Eent  Brigham.   Planning  fes    oho  complex  has   not  yet 
really  begun;  after  several  rather  fruitless  years,  the  Affiliated 
Hospitals  Corporation  this  fall  will  got  a  new  director  who  has  been 
given  power  by  the  three  hospitals  to  get  the  development  going  and 
carry  it  through  to  completion. 

Because  completion  is  five  to  seven  years  away,  it  is  difficult 
to  maKe  predictions  about  what  the  complex  will  be  like.   But  it  is 
certain  that  the  out-patient  and  the  emergency  services  of  the  three 

hospitals  will  be  pooled  to  some  extent  perhaps  almost  completely 

pooled  into  a  common  set  of  facilities.   That  means  planners  from  th<= 
three  hospitals,  and  from  the  Affiliated  Hospitals  Corporation,  will 
have  •*.  groat  deal  of  thinking  to  do  on  how  they  want  these  out-pat- 
ient services  to  be  used  and  on  what  they  can  do  to  encourage  such 
use.   They  will  have  to  try  to  find  methods  for  solving  problems^ 
which  each  of  the  three  hospitals  has  been  unable  to  solve  indivi- 
dually. 

The  significance  of  this  planning  goes  well  beyond  Mission- 
Parker  Hill.   The  three  hopitals  are,  and  will  continue  to  be,  re- 
sources for  the  whole  country  as  well.   But,  unlike  the  planning  at 
Boston  City  Hospital  or  the  planning  fo^-   the  comprehensive  health 
center  is  Roxbury  it  is  certain  that  this  planning  will  have  a 
tremendous  inpact  on  residents  of  Mission-Parker  Hill.   By  the  time 
the  Affiliated  Hospitals  complex  is  completed,  if  present  trends 
continue,  it,  together  with  Childten  s  Hospital,  may  be  the  prime 
medical  facility  of  an  increasing  number  of  area  residents.   Re- 
sidents who  now  favor  other  hospitals,  such  as  Boston  City,  may 
incressingly  come  to  tb«co  hospitals;  those  coming  to  them  now  may 
be  corninc-  r^^r—   ««»i  more  frequently.   Some  ways  in  which  both  the 
v,.^itals  and  area  residents  might  use  the  next  few  years  of  plann- 
ing to  prepare  for  this  will  bo  di  o^«^.oori  in  the  concluding  section 
of  this  report. 

The  plans  of  Affiliated  Hospitals  are  not  the  only  ones  that 
will  have  an  impact  on  medical  care  in  Mission-Parker  Hill  during 
the  next  few   years,  just  as  the  hospitals  are  not  the  only  providers 
of  medical  care  there  now.   There  are,  for  example,  a  few  clinical 
facilities  in  the  neighborhood  with  their  own  identities,  separate 
from  any  hospttal.   On  Uhittier  Street,  just  east  of  the  Mission  Hill 
Project  and  Extension,  Boston's  Department  of  Health  and  Hospitals 
and  several  other  public  agencies  run  a  health  center.   Like  most 
public  health  centers  of  today,  it  is  not  primarily  concerned  with 
treatment  of  patients  (not  even  of  particular  kinds  of  patients, 
such  as  mothers  or  small  children) ,  but  with  the  provision  of  a 
number  of  specific  services,  mostly  preventive.   There  is  a  well- 
baby  clinic  and  a  tuberculosis  clinic,  for  example.   The  Visiting 
Nurse  Association,  whose  offices  for  Roxbury  are  at  the  center  and  who 
are  lulling  to  privide  continuing  care  for  anyone  who  needs  it,  can 
only  do  so  if  the  person  is  already  being  seen  at  an  out-patient 
clinic  or  by  a  doctor. 
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One   exception  to   this   pattern  at   Whit tier  Street   is   a  maternal 
and  infant  care   clinic,    funded  bj    the  U.S.   Welfare   Administration 
(Children!o   Bureau).      Although  it  has   been   in  operation   since   April, 
this   clincc    is   still   limited   to  pre-natal   care;    it  hopes    to   include 
at   least  post-partum  care    sometimes    in  the    future.      And  it   is   open 
only   three  hours   a  week:      Tuesday  mornings   from  9   to  12.      At  present, 
35  mothers   are   being   seen  there*. 

There   are,    though,   very  ambitious   plans    for  setting  up  new 
clinical   facilities   in  Mission-Parker  Hill  during   the  next  few  years. 
The   Superintendent  of  Schools  has    stated  his   desire   to   see  compre- 
hensive  school  clinics   included  in  all  new   schools   in  the   city.     '" 
Planning   for  new  schools   in  Mission-Parker  Hill  is    just  getting 
under  way,    so   it   is   impossible    to  predict  what   sort   of  health  facili- 
ties will  be   included  in  them.      But   another  project,    recently  begun, 
could  lead   to   a  clinic    for  Mission-Parker  Hill  which  might  well   be 
housed  in  a  new   school   building. 

The   project   is   directed  by  Dr.    Sva   Salber  of   the   Harvard  Medi- 
cal  School   under   the   auspices   of  Children's   Hospital   and  Boston 
Hospital   for  Women.      The  hospitals    received  money  earlier  this   year 
from   the    U.S.   Welfare   Administration    (Children's   Bureau),    the    same 
source    as    the  Whittier  Street   clinic,    to  provide   complete  health 
services    for  mothers,    infants,    andchildren,    up   to   age   21,    in  two 
neighborhood  clinics.      One   was    to   serve    the   Bromley-Health  Project 
just    south  of   Parker  Hill,    the   other   to   serve    the   Mission  Hill   area, 
including   the   Mission  Hill   Project   and  Extension. 

The    advantages    that   such  clinical   facilities   could  offer  are 
obvious.      They  would  be    small      and  flexible,   perhaps  more   flexible 
than   the   hospitals.      Because    they  would  be   located   right  in   the 
neighborhoods,    their  permanent   staff  might  be    able    to   find   out  more 

about   the   causes   of  poor  utilization  of  out-patient   clinics   and  

by  careful  xjork  x^ithin  the   neighborhood  facility  and  outside   it-- 
start   doing   something   about   them. 

The   hospitals   in  Mission-Parker  Hill  have   no   large  evening 
out-patient   clinics,   for  example,    though  evenings  wouxd   seem   to    be 
among   the   most   convenient   times   for  mothers,    especially  working 
mothers,    to   bring   their  children  or   themselves   for  treatment.      Even 
the    small  evening  clinics    that  have   been   set  up   at   the  hospitals 
are   not  \>rell  used  and   it   is  hard   to  know  whom   to    blame:    the    resi    - 
dents   of  the   area  who   do  not  go   to   them,    or   the   doctors   and   staff 

who  make   it   clear   as    they  do   at   Boston  Lying-in   that   there 

are   not   really  evening  clinics   but   only  "Later  hours    (that)    can  be 
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Staff  interview  with  Boston  Superintendent  of  Schools  William 
Ohrenberger,  early  July,  1967. 
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"later  hours  (that)  can  be  arranged.'1'   A  neighborhood  clinic  would 
seem  to  be  a  good  place,  given  this  situation,  to  experiment  with 
evening  hours:   its  staff  could  see  that  the  evening  sessions  were 
well  known  and  could  do  extensive  follow-up  work.   In  a  similar 
fashion,  other  services  which  the  hospital  out-patient  clinics  have 
offered  with  little  success  or  been  unable  to  offer  could  be  tried 
out  in  the  neighborhood  setting. 

Unfortunately,  the  problems  that  such  clinical  facilities  xiould 
present  are  as  obvious  as  the  advantages  they  would  offer.   Their 
goal  is  to  provide  continuing,  individual  care  to  people  who,  for 
one  reason  or  another,  do  not  get  it  from  the  hospitals'  out-patient 
clinics.   But  hox-i  much  can  they  offer  and  to  how  many  people  can 
they  offer  it?  Providing  this  sort  of  care  for  a  large  number  of 

people  costs  a  great  deal  of  money  as  a  rough  guide,  one  Harvard 

Medical  School  official  feels  $75  to  $100  per  capita  per  year  is  a 
reasonable  figure  for  complete  out-patient  care.   To  invest  this 
sort  of  money  in  neighborhood  facilities  (rather  than,  say,  the  hos- 
pitals) means  setting  up,  in  effect,  a  secondary  system  of  medical 
care.   This  would  be  particularly  difficult  to  achieve  in  Mission- 
Parker  Hill,  already  saturated  \Jith  medical  facilities.   Other  areas 
simply  have  greater  claim  on  whatever  government  and  private  funds 
are  now  available  for  neighborhood  clinics  and,  there  is  reason  to 
believe,  on  what  is  likely  to  be  available  in  the  near  future. 

In  fact,  this  conflict  --  the  conflict  between  the  desire  to 
offer  continuous,  individual  medical  care  right  In  the  neighbor- 
hoods and  the  inability  to  do  it  on  any  but  a  small  scale  at  pres- 
ent levels  of  funding  has  characterized  the  Children's  Hospital 

Boston  Hospital  for  Women  project  at  Bromley-Heath,  from  the  begin- 
ning.  The  initial  grant  was  supposed  to  support  two  clinics;  the 
project  director  saxtf  immed lately  that  it  would  be  barely  adequate 
for  one.   As  a  result,  the  money  originally  set  aside  for  both 
clinics  was  budgeted  to  set  up  one  in  the  Bromley-Heath  housing  pro- 
ject.  This  clinic  is  now  in  operation,  but  the  only  services  which 
are  offered  at  present  are  a  child  health  clinic  (primarily  preven- 
tive), four -and- a-half  hours  a  week  (Monday,  12:30-2:30,  p.m., 
Tuesdays,  8:30-11  a.m.);  a  mothers'  health  clinic  (pre-natal  care, 
post-partum  care),  nine  hours  a  week  (Mon.,  Wed.,  Fri.,  9-noon) ; 
and  a  dental  clinic,  five  days  a  week  at  specified  times.   More 
services  and/or  longer  hours  for  the  present  services  may  be  added 
later. 


^Prom  a  call  by  a  member  of  this  project  to  the  hospital,  August 
17,  1967. 

^Letter  from  Dr.  Sidney  Lee,  Associate  Dean  for  Hospital  Programs 
at  Harvard  Medical  School,  June  26,  1967 


The  prospects  for  getting  a  similar  clinic  in  Mission-Parker 
Hill  are  nou  uncertain.   The  project  director  is  eager  to  set  up 
some  servic-s  in  Mission-Parker  Hill  as  soon  as  the  Br omley -Heath 
clinic  gets  on  its  feet,  and  has  considered  their  eventual  location 
in  a  new  school0building  (perhaps  temjjorarily  in  some  other  commu- 
nity facility) . '  But  a  great  deal  depends  on  experience  at  Bromley- 
Heath;,  on  how  successful  one  small  clinic  can  be.   And,  given  the 
limits  on  funds,  if  it  is  decided  to  set  up  a  neighborhood  clinic 
in  Mission-Parker  Hill,  much  will  depend  on  hoxtf  widely  known  it 
is  to  the  residents  and  ho\-j   well  coordinated  it  is  with  the  other- 
institutions  that  provide  health  care  in  the  area,  particularly 
the  hospitals „   Some  suggestions  for  achieving  these  aims  ulll   be 
made  in  the  concluding  part  of  this  section. 

Both  kinds  of  planning  discussed  above for  hospital  out- 
patient clinics  and  for  neighborhood  clinics  are  concerned 

with  providing  health  care  through  an  institution  or,  perhaps, 
through  a  set  of  institutions.   But  at  least  a  sizable  minority  of 
residents  in  Mission-Parker  Hill  do  not  think  first  of  an   insti- 
tution when  they  or  a  member  of  their  family  is  sick;  like  many 
others  outside  Mission-Parker  Hill,  they  think  of  an  individual, 
their  doctor. 

How  many  do  have  private  doctors  is  difficult  to  determine. 
In  a  small  sampling  of  Mission-Parker  Hill  families  taken  in  1965 

(J#  of  Mission  Hill  families,  %   of  Parker  Hill 102  families 

in  all) ,  about  half  of  the  families  in  both  areas  said  they  had  a 
private  doctor.   Given  the  sumllness  of  the  sample,  only  one  of 
tbp.  ri'-ffci-enoos  between  Mission  Hill  families  (most  of  whom  live 
in  rented  flats  and  homes)  is  large  enough  to  be  considered  sig- 
nificant.  IJhen  asked  if  they  consulted  a  doctor  frequently  in 
case  of  illness,  \\Q%   of  the  Pankor  Hill  families,  but  only  23$  of 
the  Mission  Hillff  amilies,  said-yes.   A' large  majority  of  families, 
then,  particularly  in  Mission  Hill,  may  use  the  hospitals  indepen- 
dently, without  going  through  a  private  doctor,  a  good  part  of  the 
time . -^   (Another  explanation  is  that  they  simply  do  not  report 
many  illnesses;   both  are  probably  true.) 


'Staff  interview  with  Dr.  Eva  Salber,  late  August,  196'/. 

10Data  collected  by  the  Family  Health  Care  Program;  the  interpre- 
tation is  by  members  of  this  project. 
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The  issue  of  where  a  family  goes  for  medical  care  is  settled 
to  a  large  extent,  of  course ,  by  its  income.   Until  recently,  the 
only  families  that  could  choose  a  private  doctor's  care,  that  could 
choose  anything  besides  Boston  City  Hospital  and  a  few  other  out- 
patient clinics,  were  the  families  who  could  afford  doctors'  fees 
and  mounting  hospital  costs.   Theoretically,  Medicaid  and  Medicare 
are  capable  of  changing  this:   the  Medicaid  and  Medicare  cards  are 
good  not  only  in  every  hospital,  but  also  in  the  office  of  every 
doctor  who  is  willing  to  co-operate  with  the  programs. 

3ut  the  impact  that  Medicare  and  Medicaid  will  actually  have 
on  patterns  of  medical  service  is  not  yet  clear.   The  large  majo- 
rity of  families  in  Mission-Parker  Hill  traditionally  do  not  make 
heavy  use  of  private  doctors,  as  has  been  shown.   Because  of  this, 
it  can  be  surmised  that  there  are  only   a  small  snumber  of  private 
doctors  practicing  in  the  area,  particularly  in  Mission  Hill  (it 
should  be  noted  that  many  doctors  have  their  offices  in  the  Parker 
Hill  Medical  Center  on  top  of  Parker  Hill),  and  that  there  are  even 
fewer  who  can  provide  care  comparable  to  what  is  available  in  the 
hospital  out-patient  clinics.   It  seems  doubtful  that  the  small  a- 
mount  Of  medical  buying  poxver  generated  by  Medicaid  (the  doctor 
is  reimbursed  only  a  certain  amount  for  each  Medicaid  visit,  an 
amount  determined  by  the  State)  will  attract  doctors  back  into  the 
area  or  that  it  will  break  doxm  traditional  family  patterns  of  health 
care i    the  same  can  be  said  for  Medicare.   Both  may,  hoxxrever,  as  has 
been  shown,  encourage  pople  to  experiment  among  already  available 
medical  facilities. 

And  the  presence  of  Medicaid  funding  may  also  open  one  option 
that  might  not  have  been  opened  otherwise  the  inclusion  of  Medi- 
caid families  in  a  program  which  seems  almost  certain  to  have  an 
impact  on  Mission-Parker  Hill  families  who  are  not  Medicaid  enrol- 
lees.   The  program  is  the  Harvard  Plan  for  Prepaid  Medical  Care, 
scheduled  to  get  underway  sometime  x^rithin  the  next  year.   Under 
it,  Harvard  University  will  offer  comprehensive  care  in  several 
of  the  affiliated  teaching  hospitals  to  a  limited  number  of  subscri- 
bers.  They  will  predominately  be  people  x;ho  are  already  subscribers 
to  a  prepayment  or  insurance  plan,  such  as  those  sponsored  by  a 
union  or  employer.   Present  projections  call  for  talcing  on  some 
20,000  to  30,000  people,  in  family  units,  during  the  program's  first 
two  years.   They  will  receive  care  from  medical  services  at  Peter 
Bent  Brigham,  Massachusetts  General  and  Beth  Israel  Hospitals. 

There  are  two  features  of  the  Plan  that  may  make  it  very 
attractive.   The  first  reveals  its  main  benefit  for  Harvard;   ''It 
will  be  a  center  for  teaching,  research,  and  innovation  in  medical 
care,11  according  to  an  official  description  of  the  program.   The 
medical  units  at  each  of  the  hospitals  in  the  Plan  will  be  specially 
organized  group  practices,  directly  responsible  for  the  care  of 
enrollees.   Second,  the  benefits  tentatively  planned  compare  quite 
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favorably  with  those  noxi   available  from  regular  group  programs, 
" . .  (L)eading  national  and  local  health  insurance  carriers. .  .will 
be  able  to  experiment  with  more  comprehensive  benefits,1'  as  a  pro- 
gram description  states,  "and  join  with  academic  medicine  in  evalu- 
ating existing  protection  and  building  future  coverages. "•"• 

From  the  beginning,  the  organizer  of  the  Plan  has  been  uneasy 
about  the  fact  that,  because  those  already  enrolled  in  private  pre- 
payment and  insurance  plans  are  its  prime  targets,  it  will  be 
providing,  as  he  puts  it,  ''only  middle 'class  health  care.1'-'-2  Others 
involved  with  the  Plan  share  his  concern  and  are  seeking  a  way  to 
make  it  more  representative,  to  bring  in  low-income  families.   The 
difficulties  involved  "are  obvious.   Of  the  families  sampled  in  Mis- 
sion-Parker Hill  in  1965,  both  loi^-and  middle -income,  7$%   said 
they  had  some  form  of  medical  insurance.   The  average  cost  was  $15 
a  month  (average  total  medical  expense  was  $[j.80  a  year).   But 
not  a  single  family  said  that  its  insurance  policy  was  comprehen- 
sive enough  to  cover  more  than  half  of  its  medical  expenses,  and 
a  full  one  quarter  of  the  families  said  their  insurance  policies 
covered  none  of  their  medical  expenses. -*•->  Some  of  the  better-off 
families  probably  would  be  able  to  pay  Harvard  what  the  private 
group  medical  plans  will  be  paying  per  family  enrolled,  but  most 
families  of  low  income  obviously  vrould  not  be  able  to parti- 
cularly since  it  is  not  yet  clear  whether  the  Harvard  coverage  will 
include  such  items  as  drugs,  eyeglasses  and  dental  care.   If  they 
were  to  be  included  in  the  Harvard  program,  how  could  such  fami- 
lies be  paid  for?  l/hat  could  be,  in  a  sense,  their  group  plan? 

The  simplest  answer,  and  the  one  being  considered  by  Harvard, 
is  Medicaid  (and  Medicare),  perhaps  in  the  form  of  Uelfare  Depart- 
ment lump  payments  to  Harvard  at  regular  intervals.   It  is  not  a 
new  idea  and  has,  in  fact,  been  tried  elsewhere,  but  it  presents  a 
number  of  serious  difficulties.   There  is  the  practical  difficulty 
of  getting  the  appropriate  local,  state  and  federal  authorities  to 
agree  to  it.   There  is  the  immediate  difficulty  that,  for  the  next 
three  years  (and,  if  the  legislature  should  choose,  beyond  this), 
Medicaid  in  Massachusetts  x/ill  cover  the  "medically  indigent"  only 
up  to  age  21.   More  serious  than  either,  there  is  the  long-range 
difficulty?  will  Medicaid  and  Medicare  funding  really  be  the  equi- 
valent of  the  private  group  prepayment  and  insurance  plans  that  will 


■'A  Community  Prepaid  Comprehensive  Medical  Care  Plan,"  Harvard 
Medical  School,  March  6,  196?. 

12Staff  interview  with  Jerome  Pollack,  Associate  Dean  of  the  Har- 
vard Medical  School,  early  August,  1967 . 

""-'Data  collected  by  the  Family  Health  Care  Program. 


be  contributing  to  the  Harvard  program?  l/ill  it  really  provide  e- 
nough  to  pay  for  the  care  of  a  large  group  of  families  who  may, 
quite  possibly 5  make  proportionately  higher  use  of  the  Harvard  ser- 
vices than  others?   If  not,  is  it  fair  to  make  others  in  the  plan 
pay  for  part  of  the  expenses  of  the  low- income  group?  There  might, 
of  course,  be  other  possibilities;   supplemental  funds  for  the  low- 
income  group  from  the  Office  of  Economic  Opportunity  or  private 
foundations,  for  example. 

Both  the  problems  and  the  possibilities  are  the  subjects  of  a 
study  now  under',  way  at  the  Peter  Bent  Brigham.   The  outcome  is  fax" 
from  certain.   The  Harvard  Plan  will  almost  certainly  enroll  some 
families  in  Hiss ion-Parker  Hill,  since  there  are  likely  to  be  some 
families  who  belong  to  the  private  group  insurance  plans  that  will 
primarily  be  supporting  it.   If  the  inclusion  of  a  Medicaid  group 
becomes  possible,  a  much  larger  number  of  Mission-Parker  Hill  fami- 
lies might  be  affected — certainly,  the  Mission  Hill  Housing  Project 
and  Extension,  within  walking  distance  of  the  Peter  Bent  Brigham, 
would  be  an  ideal  source  of  membership  for  the  Harvard  Plan  unit 
there.   But  for  now  the  "if"  remains  a  big  one. 

There  are,  then,  three  projects,  all  just  getting  under  way 
which  promise  to  have  a  major  impact  on  health  care  in  Mission-Par- 
ker Hill.   Like  the  new  out-patient  facilities  at  Children's  Hospi- 
tal, it  is  not  at  all  certain  that  they  will  have  such  impact. 
But,  again  like  Children's  clinics,  the  potential,  at  least,  is 
there.   The  projects  are; 

1)  The  planning  for  the  Affiliated  Hospitals  complex,  which 
will  include  Peter  Bent  Brigham,  Boston  Lying-in  and  Robert 
Breck  Brigham  Hospitals,  and  will  probably  pool  to  some  extent 
their  out-patient  and  emergency  services ^ 

2)  The  maternal-infant-child  health  clinic  in  the  Bromley- 
Heath  housing  project,  sponsored  by  Children's  Hospital  and 
Boston  Hospital  for  Uomen,  if  it  is  followed  by  a  similar  cli- 
nic in  Mission-Parker  Hill; 

3)  The  Harvard  Plan  for  Pre-Paid  Medical  Care,  which  will 
certainly  enroll  some  families  from  Mission-Parker  Hi  1  "J  «n^ 
may  include  a  Itcrge  »u»ib«%T>  r>T   "'.norH  fni  i  v  inai^ii  '  families 
from  the  area. 

The  concluding  section  of  this  paper  is  a  discussion  of  ways 
of  maximizing  the  possibilities  of  success  of  each  of  these  project: 
Before  that,  however,  it  will  be  helpful  to  take  a  brief  look  at 
what  can  be  learned  from  similar  projects  elsewhere. 
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Health  Car-  Problems  and  Solutions  Elsewhere . 

The  words  'comprehensive  health  care'1  have  already  been  used 
several  times  in  this  report.   What  do  they  mean?  When  used  by 
doctors  and  administrators  in  large  medical  centers  and  in  hospi- 
tals, the  words  are  really  a  question:   '/hat  sort  of  care  should 
we  be  providing,  particularly  for  those  who  have  no  other  source 
of  care  but  our  clinics?  For  what  are  we  responsible? 

The  issue  has  taken  on  new  urgency  with  the  growing  involve- 
ment of  government  in  the  provision  of  medical  care.   Government 
involvement  in  the  financing  of  medical  care,  in  trying  to  see  that 
all  citizens  can  afford  it,  is  common  knowledge.   Government  in- 
volvement in  the  providing  of  medical  care,  in  trying  to  improve 
the  care  actually  received  from  doctors,  hospitals  and  other  agen- 
cies, is  discussed  less  frequently.   The  two,  however,  are  both 
growing  and  are  aim  ost  inseperable.   Medicare  and  Medicaid  inevi- 
tably will  make  the  provision  of  the  care  they  help  pay  for  a 
government  concern,  a  political  issue.   Besides,  there  is  a  long 
tradition  of  government  involvement  in  the  provision  of  health  care, 
and  though  the  involvement  has  been  primarily  through  the  public 
health  services  and  primarily  preventive,  some  recent  programs 
which  will  be  described  below,  have  shown  a  remarkable  ability  to 
expand  beyond  that. 

In  some  places,  the  provision  of  medical  care  is  already  the 
source  of  political  controversy  in  Hew  York,  for  example,  be- 
cause of  a  state  senator's  investigations  of  hospital  costs.  The 
director  of  medical  clinics  at  Peter  Bent  Brigham  Hospital  recently 
wrote  that  such  investigations  are  likely  to  become  very  much  in- 
volved in  the  issue  of  comprehensive  care: 

;'It  does  not  take  much  probing... to  uncover  the  fact  that,  al- 
though a  large  portion  of  our  population  lives  within  minutes  of 
the  groat  medical  centers,  personal  medical  care  is  unavailable. 
By  personal  medical  care  I  mean  pleasant  surroundings,  courteous 
personnel,  short  waits,  and  above  all  the  same  physician  for  each 
visit.   Lacking  these,  our  institutions,  with  all  their  emphasis 
upon  technology,  have  almost.,  guaranteed  the  poor  a  different  kind 
of  health  from  anyone  else.1'  ^ 

Guaranteed  it,  he  might  have  added,  not  only  to  the  poor,,  but 
to  almost  all  who  depend  on  the  medical  centers  for  most  of  their 
care  and  that,  as  has  been  shown,  includes  the  majority  of  fami- 
lies in  Mission-Parker  Hill. 

One  program  designed  to  demonstrate  that  this  situation  can 
be  corrected  was  initiated  by  the  Office  of  Economic  Opportunity 
last  year.  0E0  has  funded  I4.I  ''comprehensive  neighborhood  health 
centers"  in  urban  and  rural  areas  across  the  country,  most  of  them 


1^-Dr.  Robert  C.  Buxbaum,  "Medical  Care  For  All."  Letters  to  the 

Editor,  Pew  York  Times,  Sept"/  2",  1967. 
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are  serving  between  10,000  to  yo, 000  people  (only  a  quarter  of  them 
are  currently  in  operation,  however) .   Two  are  located  in  Boston; 
one  in  the  Columbia  Point  housing  project,  operated  by  Tufts'  Uni- 
versity School  of  Medicine,  the  other,  just  announced,  to  be  loca- 
ted in  Roxbury  and  affiliated  with  Boston  University  School  of 
Medicine. 

These  comprehensive  centers  are  clearly  supposed  to  be  the 
prime  medical  facilities  for  the  people  in  the  areas  they  serve. 
Hhat  kind  of  ''comprehensive  care'"'  is  supposed  to  be  given  in  them? 
OEO's  description  is  not  much  more  detailed  than  the  definition 
of  "personal  health  care'1  given  above:   pleasant  surroundings,  cour- 
teous personnel,  short  waits  and  the  same  physician  for  each  visit. 
The  0E0  guidelines  do  specify  that  a  wide  range  of  preventive,  di- 
agnostic and  treatment  services  be  offered  in  the  centers,  as  they 
are  offered  now  in  most  hospital  out-patient  clinics.  The  guide- 
lines list  a  few  additional  problems  which  must  be  dealt  with  by 
the  centers,  3ome:  of  which  have  been  discussed  above,  such  as  "hours 
during  which  service  is  available  and  cumbersome  intake  and  eli- 
gibility procedures.'1   Other  requirements  for  each  center  include 
''case-finding  end  other  outreach  services,"  "follow-up  on  all  per- 
sons cared  for  in  the  program,  ,?  "work  with  the  community  to  promote 
needed  changes  in  knowledge  (and)  understanding,"  and  some  commu- 
nity involvement  in  the  planning  end  operation  of  each  center  (what 
sort  of  involvement  is  not  completely  spelled  out) .   0E0  clearly 
considers  these  latter  requirements  to  be  vital  to  the  entire  pro- 
gram. !5 

The  problem  is  figuring  out  what  impact  such  a  center  one 

that  does  all,  or  almost  all,  of  the  things  listed  above  has 

on  the  people  it  supposedly  serves.   Are  they  really  getting  much 
better  health  care  than  they  would  otherwise?   One  obvious  measure 
would  be  a  comparison  over  time  of  mortality  and  morbidity  figures 
from  areas  with  such  centers  and  areas  without  them.   But  many  of 
these  figures  cannot  be  obtained  readily,  and  not  enough  time  has 
elapsed  since  the  program  began  for  comparisons  to  be  meaningful. 

Frequency  and  extent  of  utilization  of  the  centers  are  often 
cited  by  0E0  as  measures  of  success.   At  Columbia  Point,  for  exam- 
ple, the  average  number  of  visits  per  patient  has  grown  from  2  to 
5  a  year  (the  clinic  was  opened  in  1965).   Many  of  the  Columbia 
Point  clinics  get  extraordinarily  heavy  use:   the  pre-natal  clinic, 
for  example,  is  now  being  used  by  97%  of  the  pregnant  women  in  the 
project,  which  means  that  perhaps  one  pregnant  xjoman  there  is  not 
going  to  it.   Such  figures,  however,  are  open  to  a  number  of  ques- 
tions.  Outside  observers  ask  the  following:   Is  there  really  bet- 
ter health  in  the  housing  project?   Is  there  any  consistency  to 
the  visits  reported  or  are  many  patients  using  the  center,  if 


''-'"Comprehensive  neighborhood  Health  Services  Programs:  Guidelines,1' 
Community  Action  Program,  Office  of  Economic  Opportunity,  February, 
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if  somewh.Pt  more  frequently  than  they  used  hospital  out-patient 
clinics,  in  the  same  haphazard  way  that  out-patient  clinics  are 
often  used?  What  will  happen  to  the  utilization  of  the  center 
during  the  next  couple  of  years?  Have  people  in  the  project  really 
been  given  the  ability  to  take  advantage  of  and  participate  in  a 

comprehensive  care  program  something  they  could  take  with  thorn 

if  they  moved  out  of  Columbia  Point? 

The  last  question  is  a  particularly  difficult  one.   The  Fami- 
ly Health  Care  Program  itself  several  years  ago  set  up  a  comprehen- 
sive health  service  for  a  limited  number  of  children  from  low-in- 
come families  in  Miss  ion -Parker  Hill,   '.hen  a  report  on  the  impact 
of  that  program  is  completed,  within  a  year,  it  may  make  answering 
these  kinds  of  questions  easier. 

For  now,  at  least,  the  success  of  recent  comprehensive  health 
programs,  including  the  operating  0E0  centers,  must  be  left  an  un- 
resolved issue.   But  if  there  are  yet  no  objective  results,  there 
is  still  some  very  suggestive  evidence  that  some  of  the  projects 
are  successes.   One  such  project  is  run  by  the  Gouverneur  Ambula- 
tory Unit  of  Hew  York's  Beth  Israel  Hospital.   Several  years  ago, 
Gouverneur  took  over  a  dying  hospital  on  the  Lower  East  Side  and 
turned  it  into  a  neighborhood  clinic.   The  evidence  of  success  is 
as  follows.   1)  There  was,  as  might  be  expected,  an  immediate  jump 
in  both  patients  and  visits  per  patient.   That  growth,  however,  has 
been  sustained  since:   Governeur  now  treats  l\.3f000   patients  a  year 
out  of  an  estimated  160,000  people  in  its  immediate  vicinity.   They 
account  for  22j?,000  annual  out-patient  visits.   G)   The  central 
appointment  system  for  all  of  Gouverneur !s  clinics  works :   the  large 
majority  of  appointments  are  kept.   3)   Its  directors  have  gone 
far  to  make  the  clinic  known  to  the  community:   they  have,  for  ex- 
ample, staffed  it  to  a  large  extent  with  workers  from  the  neighbor- 
hood. 

But  perhaps  the  most  important  fact  about  Gouverneur  is  one 
over  which  there  can  be  little  argument;   its  cost.   Many  critics 
of  recent  'comprehensive  care1'  programs,  particularly  the  0E0  cen- 
ters, feel  that  they  cost  too  much  money mostly  hoocuao    tli©^ 

use  excessive  amounts  of  manpower  for  the  size  of  the  populations 
they  serve.   Good  ambulatory  (out-patient)  care  can  be  provided 
for  less,  they  argue,  and,  in  an  economy  where  medical  costs  are 
already  rising  steeply  for  many  other  reasons,  it  must  be  pro- 
vided for  less. 

A  Harvard  Medical  School  official,  for  example,  xjrote  recently: 
;,If  all  that  Columbia  Point  proves  that  with  unlimited  dollars  and 
unlimited  manpower,  good  ambulatory  care  can  be  provided  with  high 
levels  of  client  satisfaction,  it  will  have  been  a  failure.1'   Based 
on  expor>-ieij.&o  elsewhere,  he  estimated  that  ambulatory  care  should 
oost  no  more  than  ^7£  to  i^lOO  per  year.1 


l^Letter  from  Dr.  Sidney  Leo,  Associate  Dean  for  Hospital  Programs 
at  Harvard  Medical  School,  Juuo  ?6,  19(->"' . 


Seve   '       '  Lic3      '  ■  -■  ■■        thi3  15  rait.   Columbia 
Point  esii.,kl',o;i  Its  costs  Ias::  year  ,;.re  $150  per  patient.   But 
Columbia  Point;  it  should  be  noted,  is  forced  by  -'ho  isolation  of 
that  housing  project  to  serve  a  much  small'  r  population  than  most 
0S0  centers,   What  about  the  larger  clinics?  '/hat  about  Gouverneur? 

Gouverneur 's  budget  this  year  is  (-3. 3  million  $1.3  mi  Hi  or  from 

OHIO,  the  rost  from  I-Tew  York  City  and  other  sources.   That  makes 
its  per  capita  cost  $79*  well  within  the  limits.   Gouverneur  i  • 
sonewhat  larger  and  more  generously  funded  than  most  0E0  centers. 
But  man--  center*  that  fall  closer  to  the  average  in  size  are  also 
in  the  $75  to  $100  range  to  name  one,  the  planned  health  cen- 
ter that  St.  Luke's  Hospital  is  sponsoring  on  Manhattan's  Upper 
Uest  Side. 

The  point  is  not  that  Gouverneur  or  some  of  the  other  0E0 
clinics  ar-.s  providing  the  best  possible  medical  care  to  theii"  pre- 
dominatel;/  low-income  populations.   They  probably  are  not;  all  that 
can  be  said  is  that,  based  on  a  few  limited  criteria,  they  seem 
to  be  doing  a  reasonably  effective  job,  more  effective  than  other 
health  institutions  are  now  doing.   Hor  is  the  point  that  good  med- 
ical care  is  inexpensive.   It  certainly  is  not;  all  that  can  be 
said  is  that  Gouverneur  and  a  few  other  centers  seem  to  be  provi- 
ding care  at  reasonable  cost.   'That  jLs_  important  is  that  there  is 
some  assurance  here  for  Hiss ion-Parker  Hill:   if  a  3inglc  ambula- 
tory unit  that  hrd  to  build  up  an  out-patient  facility  irom  scratch 
can  provide  better  medical  care  at  reasonable  costc,  then  three 
great  hospitals  can  certainly  learn  how  to  do  it  together,  and 
possibly  do  It  even  more  effectively.   There  is  at  least  some  sup- 
port here  for  the  belief  that  a  system  of  out-patient  clinics  can 
be  devised  for  Affiliated  Hospitals  that  .Jill  provide  Hission-Par- 
ker  Hill  with  significantly  better  health  care  than  it  is  getting 
now. 

Those  interested  in  planning  small  nai.f.nuorhood  cl.ini.c3,  how- 
ever, cannot  draw  ever,  this  much  assurance  from  experience  elsewhere. 
A   large  number  of  the  smaller  clinics  have  been  operating  for  ^ve- 
ral  years,  some  of  them  under  the  same  Children's  Bureau  progr  r.s 
which  support  the  Bromley- Heath  clinic.   Many  of  these  clinics 
have  attracted  sizable  numbers  of  people,  most  fraquoatly  mothers, 
and  jrovided  and  taught  then  about  a  few  sPaoi.fie  .anas  of  health 

care  pre-natal  and  po."*  ^co.-;  ■.  ■*,  enp   *jecuaple.   That,  after  all, 

is  t-h^  »ii----i-.a:  pn-.ini  to  effectiveness   '-sing  close  to  the  neigh- 
borhoods they  can  reach  members  o£   families,  particularly  low-in- 
oomc  families,  in  ways  the  hospital  cannot. 

What  is  uncertain  is  hov  far  the  clinics*  reach  extends.   A 
woman  who  used  a  Detroit  clinic  for  a  radical,   but  apparently  suc- 
cessful experiment  in  community  involvement  (the  clinic  was  turned 
""---1  to  a  committee  of  local  mothers;  the  professionals  worked  for 
them)  wrote  recentl3r  that  the  program  there  may  only  have  attracted 
people  already  receptive  to  Its  message,  already  accustomed  --  at 
least  somewhat  --to  the  kind  of  health  care  it  provided.   She  is 
sura  the  clinic,  in  a  predentin  at -Iv  Negro  r'oighborhood,  did  not 
reach,  for  example,  anvnno  who 
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particii  ate<i  In  last  year's  Facial  disturbances  in  Detroit and, 

one  may  guess,  in  this  year's  riot.    Even  if  that  is  true,  and 
can  be  generalized,  it  does  not  destroy  the  value  of  the  .clinics. 
If  there  is  a  ready  audience  of  mothers,  for  example.,  who  can  re- 
ceive somewhat  better  health  care  through  them,  this  may  be  purpose 
enough.   Whether  more  can  be  accomplished,  though,  remains  for  each 
clinic,  including  Bromley-Heath  and  any  Mission-Parker  Hill  Clinic, 
to  find  out  through  its  oi^n  programs. 

The  same  sort  of  thing  can  be  said  about  those  interested  in 
financing  medical  care  for  low-income  families,  those  studying  the 
possibility  for  the  Harvard  Prepaid  Medical  Plan.   Experience  else- 
where is  far  from  promising.   The  Health  Insurance  Plan  of  New  York, 
a  prepaid  group  program,  has  enrolled  welfare  clients  for  several 
years,  receiving  a  lump  sum  to  pay  for  their  care  from  the  city  Wel- 
fare Department.   These  enrollees  have  cost  HIP  x^ell  beyond  the 
amount  anticipated,  forcing  it  to  ask  the  Welfare  Department  for 
higher  suras  and,  at  one  point,  to  cut  6ff  welfare  enrollment  en- 
tirely.  The  difficulties  can  be  partly  explained  by  the  fact  that 
HIP  enrolled  first  the  group  most  demanding  of  health  care,  welfare 
clients  over  65  but  only  partly  explained. 

It  is  simply  unclear  what  prepayment  plans  for  low- income 
families  will  cost  in  the  short  run  or  the  long  runj  whether  any 
plan  devoted  primarily  to  middle-income  families,  such  as  the  Har- 
vard Plan,  can  afford  to  try  this  as  well.   There  has  been  much 
discussion  of  the  possibility  that  a  private  foundation  might  con- 
tribute to  the  Harvard  Plan  (supplementing  hoped  for  Welfare  and 
Medicaid  funds)  in  the  expectation  that  these  costs  for  low-income 
families  could  be  calculated  once  and  for  all  and  serve  as  a  guide 
for  similar  projects  elsewhere.   This,  however,  is  only  a  possibi- 
lity.  And  without  such  supplementary  funds  it  may  bo  iiujjuasible 
for  Harvard  to  enroll  any  substantial  number  of  low- income  familios. 

All  three  projects,  then  the  new  Affiliated  Hospitals  com- 
plex, the  proposed  Mi  an inn  Hill  clinic,  the  low-income  component 
of  the  Harvard  Plan  are  full  of  uncertainties.   Under  the  cir- 
cumstances, it  seems  reasonable  to  plan  for  all  three  simultaneously! 
to  experiment  during  the  next  few  years  not  only  with  out-patient 
facilities,  but  with  neighborhood  clinics  and  prepayment  group 
practice  services  as  well.   A  discussion  of  the  implications  of  this 
simultaneous  planning  and  of  ways  to  make  it  most  effective  follows. 


^Nancy  Milis,  "A  Neighborhood  Approach  to  Maternal  and  Child  Health 
in  the  Negro  Ghetto,"  American  Journal  of  Public  Health,  April, 
1967. 
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It  seems  likely  that  within  a  few  years  the  majority  of  resi- 
dents in  Mission-Parker  Hill  will  be  relying  for  most  of  their  health 
care  on  an  entirely  new  set  of  institutions;   on  the  Children's 
Hospital  new  out-patient  building  (the  first  of  the  new  structures 
to  be  completed) |  Affiliated  Hospital's  pooled  out-patient  servi- 
ces; a  neighborhood  clinic,  possibly,  in  a  new  school  building;  and, 
perhaps,  a  prepayment  group  practice  service  affiliated  with  peter 
Bent  Brigham  (or  with  Affiliated  Hospitals  as  a  whole). 

There  will  be  interaction  among  these  new  facilities  in- 
teraction which,  to  the  extent  that  each  is  devoted  to  comprehen- 
sive care,  each  will  want  to  keep  track  of.   Affiliated  Hospitals, 
for  example,  may  well  want  to  know  when  patients  who  come  to  it 
with  some  frequency  decide  to  go  to  another  hospital,  and  what  ser- 
vices they  receive  there.   The  neighborhood  clinic  may  well  want 
to  follow  the  patients  that  it  refers  to  the  hospitals. 

It  makes  sense  to  start  preparing  for  this  interaction  now, 
not  to  wait  until  all  the  facilities  are  completed.   As^each  group 
in  succession  plans  or  elaborates  the  sort  of  services  it  wants 
to  offer  and  how  it  wants  to  offer  them,  it  will  also  want  to  know 
about  the  plans  of  the  others.   How  else  can  each  make  realistic 
estimates  of  the  probable  demand  for  its  services?  How  else  can 
unnecessary  duplication  of  specific  services  be  avoided? 

But  the  case  for  co-ordination  rests  on  the  need  for  a  deeper 
sort  of  mutual  efficiency..-  There  arc  re  sources -on  which,  all   ". 

the  groups  will  have  to  draw  and  though  they  are  far  from  having 

a  history  of  doing  so  they  can  best  draw  on  together. 

One  such  resource  is  the  Harvard  Medical  School.  Interns 
and  residents  from  the  Medical  School  will  provide  a  large  share 
of  the  manpower  for  the  new  programs  of  these  Mission-Parker  Hill 
teaching  hospitals.  The  Medical  School's  student  body  will  be  a 
logical  source  of  personnel  to  carry  out  the  many  new  taokt>  fcfa»t 
providing  comprehensive  care  for  a  low  and  middle-income  popula- 
tion will  make  necessary.   If  oo-«»*1««tea  rund  raising  or  seeking 

should  become  desirablo  for  specific  purposes  and  it  easily^ 

could  become  so  ---  the  help  of  Medical  School  administrators  might 
prove  extremely  useful.   All  this  will  come  easier,  both  for  the 
hospitals  and  the  Medical  School,  if  they  begin  consulting  together, 
as  a  body,  now. 
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The  pre,-:  sure  L;o  find  a  stable  source  of  teaching  patients  Tor 
innovative  care  programs  is,  in  fact,  behind  all  the  projects  to 
some  extent.   (In  those  where  teaching  and  research  is  not  now  gi- 
ven emphasis,  as  in  the  neighborhood  clinic,  it  may  grow;  it  will 
have  to  if  the  clinics  are  to  be  staffed  by  university  hospital 
or  medical  school  personnel.)   Working  as  a  group,  the  hospitals 
and  the  Medical  School  may  be  able  to  deal  with  this  pressure 
effectively;  separately,  it  will  be  much  more  difficult. 

There  are  other  necessary  approaches  these  groups  might  want 
to  make  together  as  they  work  out  their  plans;   to  the  Community 
Mental  Health  Program  for  Mission-Parker  Hill,  which  itfill  involve 
Children's  Hospital,  Massachusetts  Mental  Health  Center  and  the 
Judge  Baker  Guidance  Center;  to  Boston's  Department  of  Health  and 
Hospitals,  for  information  on  public  health  services;  perhaps  to 
Action  for  Boston  Community  Development;  to  the  Boston  Public 
Schools. 

At  the  very  least,  there  is  a  need  for  someone  to  look  out 
for  the  groups'  mutual  interests,  to  be  primarily  concerned  with 

encouraging  cooperation  among  them  a  planner  and  coordinator 

who  would  act  as  an  advisor  to  the  planners  of  each  of  the  indi- 
vidual projects.   Since  his  most  vital  work  would  have  to  be  done 
during  the  next  few  year 3,  the  need  for  him  is  immediate. 

The  deans  of  the  Harvard  Medical  School,  School  of  Public 
Health  and  School  of  Education,  in  cooperation  with  several  of  the 
hospitals,  have  considered  applying  to  the  Permanent  Charities  for 
funds  to  pay  such  a  planner-coordinator.  But  the  approval  of  this 
application,  if  it  should  come,  vrould  be  barely  a  beginning.  i.Jhat 
happened  from  then  on  x^ould  depend  on  the  degree  to  which  each  group 

felt  the  importance  of  working  with  the  others  the  degree  to 

which  a  planner-coordinator  would  be  listened  to. 

The  need  for  such  cooperation  will  become  even  more  obvi^^s 
if  any  of  the  groups  decide  to  consult  and  involve  M* ooicu-rarker 
Hill  residents  in  their  planning.   Why  should  fhoyi      Such  consul- 
tation and  involvement  have  never  been  attempted  here.   Some  health 
planners  have  consulted  social  workers  and  other  professionals  in 
an  area  before  moving  in,  but  not  the  residents  themselves;  at 
least  one  group  of  residents  has  gone  off  on  its  own,  dropping  one 
hospital,  then  picking  up  another.   But  interchange  between  health 
planners  and  the  residents  who  will  be  making  prime  use  of  the  fa- 
cilities being  planned,  interchange  over  a  long  period  of  time, 
would  be  something  new  and  difficult. 
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"let   it  ::ould  be  of  enormous  help  in  Miis ion-Parker  Hill.  If 
this  stud,>  has  made  one  thing  clear,  it  is  the  need  Tor  kn  ox  r  ledge 

of  the  use  that  residents  make  of  existing  health  services,  of 

their  health  problems  thr<t  will  not  be  exhausted  by  the  one 

sampling  now  being  tabulated  and  could  not  be  by  a  large  numbeS?  of 
samplings.  What  is  required  during  the  next  few  years  in  Mission- 
Perker  Hill  is  a  steady  flow  of  information  to  medical  planners. 
A  steady  flow  of  suggestions  is  also  needed,  suggestions  about  the 
sort  of  problems  that  only  residents  can   talk  about  with  any  confi- 
dence*  the  best  hours  for  clinics  to  be  open,  for  example,  or  the 
ways  in  which  clinic  procedures  could  be  altered  to  encourage  people 
to  come . 

Beyond  that  is  the  need  for  Mission-Parker  Hill  residents  to 
understand  these  new  projects,  if  any  of  them  are  to  be  successful. 
After  the  specific  explanations  of  why  out-patient  clinics  and  other 
health  facilities  are  so  often  ineffective,  particularly  in. low-in- 
come neighborhoods,  there  is  always  a  gap.   Some  mutual  failure 
in  communication  between  health  facilities  and  the  neighborhoods 
they  serve  is  never  touched  onj  it  is  certainly  there,  but  it  does 
not  yield  easily  to  explanation.   Would  the  involvement  of  some 
representative  segment  of  the  iiis3ion~Parker  Hill  community  in  medi- 
cal planning  during  the  next  few  years  correct  this  failure?   It 
very  well  might  not.   The  lack  of  communication  may,  in  fact,  be 
impossible  to  correct  in  this  context,  may  be  due  to  causes  beyond 
the  scope  of  health  planners,  alone.   Why  then  try  it?   Only  because 
if  nc  such  attempt  at  consultation  and  involvement  of  residents  is 

made,  all  these  projects  insofar  as  they  aim  to  have  an  impact 

on  the  health  care  patterns  of  Mission-Parker  Hill  are  likely 

failures  from  the  start. 

Suggestions  as  to  how  such  community  involvement  might 
be  achieved,  are  made  in  Section  5  of  the  main  Mission  Hill-Parker 
Hill  Report,  and  in  Background  Paper  ;)%  of  the  Summer  Study  Pro- 
ject. 
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PUBLIC  HEALTH  AND  MEDICAL  ASPECTS  OP 
NEIGHBORHOOD  AMBULATORY  HEALTH  SERVICES 

It  is  imperative  that  the  f ragmentarion  and  lack  of  coordina- 
tion in  the  delivery  of  total  medical  care  be  eliminated.   To  do 
this  it  will  be  necessary  to  integrate  all  types  of  medical  care 
services  into  an  effective  city-wide  plan  which  will  make  a  family- 
centered  comprehensive  service  available  to  the  people  whom  we 
serve  in  New  York  City. 

This  is  a  huge  undertaking  that  must  be  approached  in  differ- 
ent stages.   Some  stages  can  go  on  simultaneously. 

I .  Redistricting  the  City 

A.  To  coordinate  the  health  services  of  the  city  effectively 
the  health,  hospital  and  mental  health  district  must  be 
made  coterminus.   Ideally  We  will  try  to  also  include 

the  welfare  districts. 

B.  VJhen  doing  this,  consideration  must  be  given  to  previous 
statistical  analyses,   reports  etc.  so  that  every  valu- 
able health  indices  based  on  mortality  and  morbidity 
statistics  will  retain  their  integrity. 

C.  Consideration  will  also  be  given  to  hospital  districting 
in  such  a  way  as  to  assure  equality  of  opportunity  of 
the  municipal  and  voluntary  hospital  to  care  for  the 
indigent  and  medically  indigent  according  to  their  ability 
to  provide  a  service  meeting  prescribed  standards. 

This  goal  is  currently  being  worked  on  through  Dr.  Densen's 

Office  of  Planning  and  Research.   A  planning  gran  ;  from  0E0  is 

currently  being  used  to  provide  a  plan  to  tackle  this  problem. 

II.  Phasing  in  of  Ambulatory  Care  Units 

A.   Stage  One-  Th   integration  of  preventative  and  treatment 
facilities  in  Health  Department  facilities. 

In  the  past  the  Department  of  Health  operated  health  center 

services  which  with  the  exception  of  V.D.,  tuberculosis,  and  dental 

services,  were  entirely  preventive.   The  aim  now  is  to  integrate 


. 
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treatment  facilities  into  our  case  finding  and  preventive  services. 
In  health  centers  where  there  is  a  local  need  and  where  the  physical 
facilities  are  adequate,  the  treatment  phase  of  the  program  will  be 
instituted.   This  will  in  most  cases  necessitate  some  space  altera- 
tion.  A  budgetary  request  to  accomplish  these  changes  in  location 
has  been  submitted  in  our  1967-68  capital  budget.   These  ambulatory 
care  units  x^ill  be  integrated  into  the  existing  program  of  the 
Health  Department,  with  overall  medical  supervision  coming  from  the 
local  cooperating  hospital. 

B.  Stage  two  -  The  institution  of  family  centered  general 
clinics  in  local  hospitals  where  said  hospitals  are 
not  near  a  health  center  ambulatory  care  unit. 

C.  Stage  three  -  The  setting  up  of  satellite  neighborhood 
health  clinics  in  those  areas  of  need  where  there  is  no 
hospital  or  health  center  available.   These  may  be  in 
store  fronts,  voluntary  agencies,  etc.   In  some  areas 
capital  investments  may  be  needed.   (These  three  stages 
can  go  on  simultaneously) 

III .    The  Neighborhood  Ambulatory  Care  Unit 

A.  Basic  Components  of  Service 

1)  Medical  care  for  children 

2)  Medical  care  for  adults 

3)  Medical  care  for  pregnant  women 
i|)  Small  mental  health  unit 

5)  Dental   Service 

6)  Lab 

7)  X-Ray 

8)  Pharmacy 

B.  Intent   of   Program 

The  entire  program  would  be  coordinated  on  a  district  basis, 
and  under  the  medical  supervision  of  the  local  hospital.   Each 
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where  there  is  a  need  should  have  a  clinic  which  would  operate  as  a 
"local  doctor's  office"  for  the  medically  indigent.  (This  will  in  no 
way  interfere  with  the  patient's  right  to  go  to  a  local  physician,  if 
such  is  available)  .   A  doctor  or  a  group  of  doctors  would  be  available 
for  the  treatment  of  acute  illness  in  all  the  members  of  the  family. 
Over  80%  of  the  health  problems  of  the  family  could  be  handled  in  this 
local  clinic.   Adults  and  children  in  the  family  could  be  seen  at  the 
same  time  by  either  the  same  doctor  (GP)  or  specialists  (pediatrician 
and  internist).   It  is  hoped  both  systems  of  delivering  care  will  bo 
tried.   Patients  requiring  more  extensive  diagnnstlo  oi*  therapeutic 
service  would  be  referred  to  the  "back-up"  hospital. 

Women  who  are  pregnant  and  whose  pregnancy  in  uncomplicated  will 
also  be  seen  in  the  local  unit  by  an  obstetrician. 

A  small  mental  health  unit  for  screening  of  patients  for  main- 
tenance thex-oDy  an(i  staff  consultation  should  also  be  available. 

A  small  laboratory  to  do  blood  counts  and  urine  should  be  avail- 
able, as  well  as  a  small  x-raj  mil  b  t>o  Ho  chest  plates  and  long  bones. 

If  needed,  a  pre-packaged  pharmacy  should  be  available.   All 
patients  requiring  a  more  extensive  diagnostic  or  therapeutic  proce- 
dure would  be  referred  to  the  local  cooperating  hospital.   In  this 
hospital  would  be  -.  located  consultants  in  all  specialties  who  would 
diagnose  and/or  treat  the  more  complicated  cases.   When  treatment  was 
completed  the  specialist  would  return  the  patient  to  his  local  docto: 
with  the  diagnosis  and  recommendations  for  future  care. 

This  service  should  include  general  dentistry,  including  oral 
surgery  with  available  consultation  of  specialists,  orthodontia,  etc . 


While  the  above  services  constitute  an  ideal  type  of  service 
physical  limitations  in  existing  Health  Department  facilities  will 
determine  the  extent  to  which  we  can  initiate  the  full  program. 

C.  Size  of  Population  to  be  Served 

The  number  of  persons  to  be  serviced  would  vary  according  to 
the  physical  plant  available  in  the  area.   In  some  places  an  am- 
bulatory care  unit  may  serve  10,000  persons,  some  20,000  and  in 
the  now  ambulatory  care  units  to  be  built  the  basic  population 
served  would  be  30,000  persons.   The  size  of  the  population  to 
be  served  would  also  be  dependent  on  the  population  concentration 
and  the  geographic  isolation  of  the  population  group. 

D.  Location  of  Ambulatory  Care  Centers 

Decision  on  the  location  of  ambulatory  care  units  will  be  made  on 

a)  the  existence  of  a  medically  indigent  population  as  documented 
by  low  socio-economic  statistics,  high  morbidity  statistics, 

etc  .  ; 

b)  the  availability  of  existing  of  potential  sites  for  such  care; 

c)  the  accessibility  of  services; 

)   the  willingness  and  ability  of  a  cooperating  back-up  hospital 
to  provide  specialty  clinics  and  in-patient  service  in  the 
hospital . 

E.  Physical  Requirements 

Space  for  Neighborhood  Ambulatory  Care.  Unit  -  10,300  sq.  ft. 
(7500  persons) 
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a)  Pediatrics  and  Medicine  -  Full  time  operation 

6  examining  rooms  for  2  pediatricians 

and  1  G.P.  or  internist         900 

1  office  for  nurse  150 

1,050  sq.  ft, 

b)  Prenatal  and  Family  Planning  -  Part  time  operation 

2  examining  rooms  for  1  obstetrician   300 
1  office  for  nurse  150 


•)   Ambulatory  Services 

1  office  for  consultants  -  social  worker 

and  nutritionist  .  200 

waiting  room  1*500 

record  room  1+00 

-lab  small  1-|00 

pharmacy  1+00 

x-ray  -  chest  and  long  bones  500. 

d)  Mental  Health  (Full  or  Part  time) 

1  office  -  psychiatrist  150 

1  office  -  psychologist  150 

1  office  psychiatric' social  worker  150 

1  office  -  group'  therapy  325 

1  clerk  typist  225 


I4.50  sq.  ft. 


3,1+00  sq.  ft. 


1  ,000  sq.  ft. 


e)  Dental 

10  dental  chairs,  x-ray  unit,  etc.  2,000  sq.  ft 

f)  Miscellaneous 

storage  300 

toilets  300 
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utility  room  and  wash  room 


Office  for  medical  coordinator  and 
so  c  rotary 


600 

300 

2,900    sq.    ft 

total 

10,800'  sq.    ft 

Space  for  Neighborhood  Care  Unit  39,338  sq  ft.  (30,000  persons) 
a)  Executive  Offices 


Administrator's  office,  largo 
enough  to  include  a  conference 
table 

Assistant  Administrator' s  office 
Staff  office  for  3  persons 
Conference  room 


b)  Nursing 

Nursing  Supervisor 
Secretary 


c)  Social  Service 

Social  Service  Supervisor 
Secretary 


d)  Nutritionist 

Nutritionist  office 
Secretary 

Small  conference  room  for  group 
teaching 


300 

150 
300 

300 


150 
120 


150 
120 


150 
120 

250 


e)  Emergency  Suite 

This  area  to  be  connected  by  a  private  staff 
corridor  to  x-ray  and  other  adjunct  services , 


Emergency  rooms 

Recovery  rooms 

Nurses  station 

Sub-utility 

Toilet 

Stretcher   storage 

Waiting   room  for   16 


3 

_,  @  120 

i   360 

2 

©  120 

2^.0 

1 

120 

120 

1 

110 

110 

2 

@     60 

120 
50 

1,050    sq.    ft. 


270    sq.    ft. 


270    sq.    ft. 


520    sq.    ft. 
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f )    General  Medi»ino 

Core    area 

Examining  rooms 
Consultation  rooms 
Nurses  station 
Sub-utility 
Toilets 

Secondary  recovery  rooms 
Waiting  areas  for  75 
persons 


10 

@ 

120 

3 

@ 

100 

1 

1 

2 

@ 

60 

2 

@ 

120 

2  @  120 

1,200 

300 

120 
120 
120 
2I4.O 

1,500 


3,600    aq.    ft 


g)  Pediatrics 
1 

This  clinic  to  be  located  on  the  ground  floor 
acoustically  isolated, 

Core  area 


Examining  rooms 

Consultation  rooms 

Nurses  station 

Utility  room 

Toilets  and  area  for 

diaper  change 

Display  area 

Waiting  areas  for  70  persons 

Play  area 


10  @  120 

1,2Q0 

2  @  100 

200. 

120 

120 

2  @  100 

200 

80 

•sons 

1,^00 

120 

3,l|i+0  sq.  ft 


h)  Prenatal  &  Postpartum 

Examining  rooms         6  @  120 

Consultation  rooms      2  ©  100 

Nurses  station 

Utility  room 

Toilets 

Waiting    areas    for   l+O   persons 


720 
200 
120 
120 

200 
800 


2,160    sq.    fi 


i)    Duntal   Clinic 

Core    areas    -   2 

Examining  rooms         10  G  100  1,000 

Denial  . Assistant!  work  counters  150 

Dental  records  &  film  storage  200 

Dark  room  100 

Film  marking  &  identification  room  100 

Clerical  work  area  300 

PntiP.nt     fcQJla£fl 2    O    80 160 


Staff  toilets 

X-ray  rooms,  one  of  which  is  to  bo 
an  XRM  full  mouth         2  6  150 
Recovery  rooms  2  ©  120 

Waiting  areas  for  $0   persons 


j)  Ophthalmology 

Refractory  rooms  21+ '  long  2  ©  21+0 
Dark  field  room  1 

Utility  room  1 

Recovery  room  1 

Nurses  station 
Uaiting  area  for  20  people 


k)  Laboratory 

This  unit  to  consist  of  a  sub-divided 
laboratory  work  area,  adjunct  to  blood 
sample  taking  room. 

Blood  sample  taking  rooms  2  ©  60 
Laboratory  work  area 
Receptionist  area 
Toilets  for  specimen 

taking  2  ©  60 

Uaiting  room  for  10  people 


1)  X-Ray 

Diagnostic  rooms  i>rith  dressing 

Cubicle  and  toilet        2  ©  300 

Control  room  and  X-ray 

Film  developing  Xomat     2  ©  75 

Film  viewing  room 

Film  marking  &  storage 

Office  for  radiologist,  for 

teaching 

Receptionist 

Waiting   area   for  20   people 

m)    Central   Supply  &  Sterilization 

Main  work   area 

Medical   supply   and   storage    area 

Nurses    office 

Drug   storage 

Pharmacy   and  waiting  area 


120 

300 
21+0 

1,000 


l+3o 

100 
100 
100 
100 

1+00 


"3,670   sq.    ft, 


T,280    sq.    ft, 


120 

300 

100 

120 
200 


81+0    sq.    ft, 


600 
250 
150 
100 
300 

200 
120 

1+00 


150 

120 

80 

100 

1+00 


2,120    sq.    ft, 


850    aq.    ft. 


iM»aiiJ*iiiMi»«Ati)>i^i«KWfiKa»frgt>am 
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n)  Central  Records 


Record  room  1 ,500 

1,500  sq.  ft, 

o)  Mental  Health 


Psychiatrists  2  ©  120  21+0 

Social  Workers  k   ©  100  I4.OO 

Secretaries  2  ©  100  200 

Psychologist  1  ©  120  120 

Record  room  100 

Waiting  area  for  15  persons, 

or  2-group  therapy  rooms   2  ©  250  500 


1,060    sq.    ft. 

p)    Physical  Therapy  l,5i|0 

— * 1,5U0  sq.  ft. 

q)  General  Areas 

Staff  lounge  and  rest  room  300 

Staff  toilets  300 

Staff  locker  rooms  800 

Staff  lunch  room  800 

Custodial  staff  and  lockers  500 

General  Storage  5°0 

Custodial  maintenance  shop  300 

_ -Boiler  room  800 
All  purpose  and  meeting  room  for 

70  persons  1,000     .  . 

\  5,300    sq.    ft, 

Total   allocated   area  =   31  ,U-70    sq.    ft. 

25$  of  usable    floor  area   required  for 

General   toilets 
Corridors 
Elevators 
Stairs 

h  of  31A70  =  7,868  7,868 

39,338   sg.   ft. 

A  building  must  have   at   least   39,338    sq.    ft.    of  net  floor 

area   to   accommodate    the    above    services. 
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IV.    Basic  Standards  of  Medical  Care  in  the  Ambulatory  Care  Unit 

A.  Full  time  medical  director  -  The  coordination  and  full 
implementation  of  the  ambulatory  care  service  must  be 
a  full  time  medical  director. 

B.  Staffing  of  the  clinics  shall  be  by  full  time  or  half 
time  personnel. 

1.  Medical  Personnel 

a)  General  prcctitioners  under  the  direct  supervision 
of  and  in  consultation  with  board  qualified  or 
eligible  internists  and  pediatricians.   Direct 
supervision  is  intended  to  mean  on  site  super- 
vision of  at  least  5  hours  a  week  and  on  call  to 

s'   discuss  problem  cases ,.  review  "procedures  and  re- 
cords.  Staffing  pattern  will  be  based  on  1  ped- 
iatrician for  1500  children  and  1  general  practi- 
tioner or  internist  for  2000  adults. 

b)  Board  qualified  internists  and/or  pediatricians. 

c)  Board  qualified  or  eligible  obstetricians 

d)  Board  qualified  or  eligible  psychiatrists. 

n^   Licensed  general  dentists  with  referral  to 

speciu^.. 

<~>n  need. 

f)   All  medical  and  dema,    ~„  .   n  ,     -,  •  ^   ,.„ 

-+--aff  should  qualify  to 

receive  funds  under  Title  XVIII  *nd  XIX. 

2.  Where  possible  the  family  will  have  a  family  physi- 
cian to  whom  they  will  relate  consistently. 
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3)A  public  health  nurse  will  be  available  to  give  consultation  to 

staff  and  patients  and  to  coordinate  the  service  with  the  field 

activities  of  public  health  nurse. 
1|)   A  case  worker,  social  service  aid  or  social  worker  will  be 

available  on  a  full  time  basis. 
%)      Necessary  supporting  staff  will  be  available  and  should  include 

"outreach"  personnel. 

C.  Records 

1)  There  will  be  a  unit  record  system  coordinated  with  the  hospital 
record  system  with  a  duplicate  of  important  findings  sent  to  the 
backup  facility. 

2)  A  listing  of  all  members  of  the  family  with  their  unit  mumbers 
will  be  listed  on  the  face  sheet  of  each  record.   In  this  way 
the  physician  can  call  for  records  of  all  family  members  if 
needed  or  desired. 

3)  Basic  information  on  each  record  will  conform  to  the  standards 

as  described  by  the  Health  Department  Office  of  Program  Planning. 
This  will  be  necessary  for  reimbursement  for  Medicare,  Medicaid 
as  well  as  to  make  it  possible  to  compare  service  from  institu- 
tion to  institution.   All  units  should  check  with  Dr.  Densen  in 
setting  up  their  system  or  records. 

D.  Visits  to  Clinic 

1)   Routine  visits  will  be  made  on  an  appointment  system  with 

necessary  coverage  for  emergency  or  unplanned  visits.   An  average 
of  30  minutes  should  be  allocated  for  each  new  pediatric  or 
medical  visit,  and  15  minutes  for  return  visits.   Obstetrical 
and  gynecologic  visits  should  be  scheduled  at  20  minute  intervals 
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2)  The  clinic  should  operate  six  days  a  week  and  include  evening', 
hours . 

3)  There  must  be  Z\\.   hours  a  day  coverage  for  emergencies  either 
through  a  phone  call  to  a  physician  of  the  unit  or  to  the 
local  hospital  where  a  physician  will  make  a  judgment  on  the 
handling  of  the  call. 

\\)      Clinic  schedules  should  be  such  that  adults  and  children 

can  be  seen  on  the  same  visit. 
E.   Physical  Examinations 

1)   A  basic  physical  examination  will  be  done  on  all  patients. 

a)   Adults 

-  In  adults  this  will  include  a  complete  physical  including 
proctoscopy,  and  tonometry  in  patients  over  1+0.   All 
female  patients  will  have  pelvic  or  rectal  for  pelvic 
disease  and  a  pap  smear  for  the  cervix  or  vaginal  smear 
in  case  of  an  intact  hymen.   The  basic  laboratory  exami- 
nation will  include: 

Hb  or  hematocrit 

MBC  with  differential 

Cholesterol  level 

Urinalysis 

Post  prandial  blood  sugar  on  those  over  age  1|0 
or  with  a  familiar  history  of  diabetes 

Chest  x-ray 

-  If  the  patient  first  presents  himself  in  an  acute  illness 
the  acute  illness  will  be  treated  and  the  basic  examina- 
tion will  be  done  if  patient  not  too  ill.   However  on  th 
return  vistt  the  basic  examination  should  be  completed. 
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-  Routine  repeat  examinations  be  scheduled  according  to  age 
of  the  patient. seen. 

-  Referral  to  specialty  clinics  for  further  diagnosis  and 
treatment,  or  to  in-patient  or  home  care  services  of  the 
back  up  hospital  shall  be  made  with  ease  and  with  priority. 

-  Preventive  procedures  should  be  repeated  routinely  on  a 
yearly  basis. 

-  Immunizations  for  tetanus  and  smallpox  and  other  preventive 
immunizations  as  needed  should  be  part  of  the  preventive 
services . 

b)   Children 

-  Well  care  supervision  will  follow  the  pattern  as  prescribed 
by  the  Health  Department  and  will  include  routine  examina»» 
tions,  immunizations,  counseling  and  anticipatory  guidance. 

2)   Enforcement  of  Standards 

a)  Standards  of  medical  care  will  be  set  by  Health  Department 
and  will  be  enforced  by  routine  medical  auditing  of  service 
by  Department  of  Health. 

b)  Necessary  reporting  mechanisms  will  be  set  up  to  advise  M.D. 
on  a  routine  basis  of  the  status  of  their  ambulatory  care 
service . 

V.   Administration  of  the  Program 

In  Districe  Health  Centers  and  Health  Department  Facilities 

When  a  Health  Department  facility  is  the  site  of  an  ambulatory 
care  unit,  the  administration  of  all  services  will  be  under  the  dis- 
trict health  officer.  The  district  health  officer  should  receive  an 
appointment  as  assistant  administrator  of  the  "backup"  hospital  so 
that  he  can  report  to  the  administrator  of  the  hospital  on  the  ambu- 
latory care  unit. 
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He  would  be  the  administrative  arm  of  the  hospital  with  such  authority 
delegated  to  him.   (See  diagraml)  . 

The  hospital  will  appoint  a  director  of  ambulatory  care  who  Will 
be  the  medical  supervisor  of  all  clinics  in  the  health  center.   He 
will  report  to  and  assist  the  health  officer  in  the  integration  of 
the  therapeutic  and  diagnostic  services  of  the  district.   By  this  team 
approach  the  epidimology,  casefinding,  sanitary  health  programs,  etc. 
of  the  Health  Department  will  become  an  integral  part  of  all  the 
components  of  comprehensive  medical  care  in  and  out  of  the  hospital. 

The  health  officer  should  be  used  by  the  hospital  as  an  advisor 
on  such  committees  as 

1)  community  medicine 

2)  control  of  infectious  disease 

3)  multiphasic  screening,  etc. 

The  health  officer  will  continue  to  report  to  the  Associate 
Deputy  Commissioner  through  the  Assistanc  Commissioner  for  Community 
Health  Services  on  the  total  health  program  of  the  area. 
VI.    The  "Backup"  Hospital 

A  local  cooperating  hospital  would  provide  the  staff  and  the  ~ 
medical  supervision  of  the  satellite  program,  as  well  as  the  needed 
consultation  service  in  specialties  at  the  hospital  or  by  appointment 
at  the  ambulatory  care  unit.   Referrals  from  satellite  clinics  would 
be  honored  almost  immediately,  as  would  requests  for  immediate  hos- 
pitalization.  The  hospital  should: 

1)  be  li sensed  by  the  state; 

2)  be  accredited  by  the  Joint  Committee 

3)  have  approved  internship  and  residencies  in  medicnne, 
pediatrics  and  obs terries;-::- 
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-::--::-If  such  residencies  are  not  currently  approved  there  should  be  a 
plan  presented  by  the  hospital  showing  their  intention  of  getting 
such  approvals  by  a  certain  date.   The  acceptance  of  the  deadline 
to  meet  the^e  qualifications  would  be  reviewed  by  the  committee  on 
ambulatory  care  and  recommendations  made  for  necessary  extensions 
if  necessary. 

l\.)    Have  a  full  time  director  of  pathology  and  radiology; 

5)  have  a  reasonable  availability  of  beds  to  service  these 

patients  with  an  agreement  with  another  hospital  to  handle 

overflow. 

Referrals  from  ambulatory  care  unit  for  out-patient  or  in- 
patient service  at  the  hospital  will  be  accepted  with  ease  and  priori- 
ty.  Where  possible  the  doctor  seeing  the  patient  in  the  ambulatory 
care  unit  will  continue  to  see  the  patient  in  the  hospital.   If  a 
specialist  must  take  temporary  control  of  the  case  at  the  conclusion 
of  his  service  recommendations  for  the  continued  supervision  of  the 
case  will  be  forwarded  to  the  "family  doctor". 

The  hospital  should  also  operate  a  family  ambulatory  care  unit 
for  those  residing  close  to  the  hospital.   This  should  operate  exactly 
as  a  satellite  clinic  outside  the  hospital,  but  administrative  and 
medical  control  would  rest  entirely  within  the  hospital. 
VII.   Integration  of  Public  Health  and  Ambulatory  Care 

The  institution  of  ambulatory  o are  without  integration  into  the 
total  health  program  of  the  area  would  perpetuate  and  exaggerate  the 
present  situation  of  fragmentation  of  medical  care.   Basic  to  the 
entire  philosophy  is  the  is  the  necessity  for  a  comprehensive  neigh- 
borhood program  for  the  area  administratively  under  one  person.   It 
is  mandatory  that  such  a  person  incorporate  into  the  district  program 
all  the  programs  relating  to  health  whether  They  be  relate*  to  preventive 
medicine  of  the  diagnosis  and  treatment  of  illness. 
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Medical  care  can  no  longer  be  a  separate  enity  from  public  health. 
All  components  of  preventive  medicine  must  be  built  in  as  an  integral 
part  of  ambulatory  medical  care.   Such  components  should  include 

1)  early  case  finding  -  multiphasic  testing  on  asymptomatic 
patients  as  part  of  a  routine  examination; 

2)  public  health  nursing  -  conferencing  and  follow  up; 

3)  health  education  and  nutrition  -  on  a  mass  and  individual 
basis; 

1      k)      epidemiologic  study  and  control  of  infectious  and  chronic 
disease ; 
5)   the  use  of  sanitary  health  services 

a.  to  find  a  correct  hazardous  health  conditions 
prior  to  the  onset  of  problem; 

b.  to  eliminate  conditions  known  to  be  causing  a 
health  problem; 

c.  to  act  as  consultant  to  the  health  agencies  whether 
they  be  voluntary  or  municipal,  in-patient  or 
out-patient  or  community  services. 

' )   The  use  of  records  and  reporting  systems 

a.  to  evaluate  current  programs 

b.  to  change  programs  according  to  need; 

c.  to  compare  with  other  similar  programs  in  other 
areas . 

Mary  C.  McLaughlin,  M.D. 
Associate  Deputy  Commissioner 
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)orchester  Steering  Committee 
for  Community  Schools. 
[Position  paper  on  physical  & 
mental  health  facilities. 


BOSTON  PUBLIC  LIBRARY 


3  9999  06352  209  6 


